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supervision  and  companionship 
are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
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cated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
icturesque  Camelback  Mountain,  the  hospital  is  dedicated 
cclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
isorders,  including  alcoholism. 

LOVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
IOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


ijiiiy  m a phi m 


5055  North  34th  Stree 


955-620C 


PHOENIX,  ARIZON 
ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCH IATR 


BSP®  DISPOSABLE  UNIT 

HW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 


(50  mg.  per  ml.) 


ROMSULPHALEIN® 
IN  A COMPLETE, 
STERILE, 
DISPOSABLE, 

& ECONOMICAL 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 


PATIENT-UNIT. 


This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


< BSPD3 ) 


BALTIMORE,  MARYLAND  21201 


Public  Enema  No/ 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  "accidents",  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
jsually  brings  about  an  evacuation  within  15  minutes 
o an  hour. 

n the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 

Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


\ 
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Dulcolax  _ife  predictable 

bisacodyl  ( 1 


iider  license  from  Boehringer  Ingelheim  G.m.b.H. 


Geigy  Pharmaceuticals . Division  of  Geigy  Chemical  Corporation. 


Ardsley.  New  York  10502 
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Priscoline  could  help 

(tolazoline) 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com- 
fort. It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow'  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
just  the  right  measure  of  relief. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE 

Careful  individualization  <1 
dosage  is  required. 

T ablets:  Usually  25  mg  4 to 
times  daily  is  sufficient.  If  necess  ! 
dosage  may  be  increased  gradual!’ 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lon! 
every  12  hours  will  achieve  the  sa  e 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thi , 
continuous  action  throughout  the 
night  is  achieved  without  the  neet  o 
arising  to  take  additional  medicat  n 


PLIED 

T ablets,  25  mg  (white,  scored)  ; 
les  of  100  and  1000. 

Lontabs, 80 mg  (bright  yellow; ; 
les  of  100. 

tabs®  (long-acting  tablets  CIBA) 

'suit  complete  literature  before 
icribing. 


I B A 

1A  Pharmaceutical  Company 
nmit,  N.J. 
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Picture  of 
muscle  injury 

Forte  tablets  help  to  relieve  pain, 
mobility . . . stop  pain- spasm  feedback 


is  why.  Parafon  Forte  provides: 

nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
f pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
astric  mucosa  so  often  associated  with  salicylate 
lerapy3 


nd  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
-hour  span  of  action4... to  retain  effectiveness  even 
‘n  continued  administration4... but  not  likely  to  have 
he  central  effects  of  tranquilizing  compounds.6 

.rescribe  Parafon  Forte  for  effective  spasmolysis 
nd  analgesia  in  sprains,  strains,  myalgias,  low  back 
ain,  bursitis  and  other  musculoskeletal  disorders, 
.bur  patients  will  appreciate  the  restored  comfort 
nd  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


TABLETS 


Contraindications:  Sensitivity  to  either  component.  Precautions 
Exercise  caution  in  patients  with  known  allergies  or  history  oi 
( i ug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
i u.ued’/f  Reactions:  Occasionally,  drowsiness,  dizziness, 
lghtheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
si  y have  been  associated  with  gastrointestinal  bleeding  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
■ °5a?e-' taWets  qu.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”-bottles  of  100. 


Th„We„,i„.  N«w  Yorfc, tZtj 

J.  L.  A.,  et  at.-.  Gastroenterology  44:146, 
1963.  4.  Berman.  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 

*U.S.  PATENT  NO.  2,895,8?? 
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The  opinions  of  the  Board  of  Directors  may  be  sought 
in  the  published  proceedings  of  that  body. 


Editor's  Page 


tetter* 


We  believe  that  the  correspondence  section 
of  any  Journal  worthy  of  the  name  should  be 
encouraged  and  developed.  We  further  believe 
that  an  honest  difference  of  opinion  should  be 
reproduced  whenever  possible  in  such  a section, 
and  we  also  believe  that  Arizona  Medicine  must 
first  and  foremost  fulfill  a medium  of  communi- 
cation of  thought  and  action  within  The  Arizona 
Medical  Association,  Inc. 

Numerous  letters  cross  the  desks  of  various 
members  of  the  Editorial  Staff  each  month.  To 
reproduce  them  all  would  be  not  only  superflu- 
ous but  would  contribute  nothing  whatsoever 
to  the  common  good  and  goal  of  Arizona  phy- 
sicians or  to  this  magazine.  To  omit  the  contro- 
versial ones  would  be  to  render  a disservice  and 
impede  constructive  thought  and  progress. 

We  further  believe,  however,  that  constructive 
criticism  is  possible  without  resort  to  acrimony, 
dogma,  parsimony  and  sanctimony.  A resort  to 
such  as  these  we  feel  to  be  beneath  the  profes- 
sional dignity  of  a physician,  and  a reflection  of 
little,  if  any,  introspection  of  thought,  word, 
or  deed. 

Constructive  criticism  of  any  kind  is  heartily 
advocated  and  actively  sought.  Critical  biased 
attacks  on  specific  personalities  can  be  given 
no  space  in  Arizona  Medicine. 

Roland  F.  Schoen,  M.D. 

Editor 


JANUARY,  1969 


7 


Should 
grape-flavored 
Novahistine  DH 

come  in  ajar? 


We  never  quit  looking  for  ways  to  make 
Novahistine®  DH  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

So,  we  combined  a fresh,  grape  flavor,  that 
children  really  like,  with  an  effective  and 
well -tolerated  decongestant-antitussive 
formulation  that  really  works  to  relieve  those 
dry,  useless  coughs  typical  of  colds  or  flu. 
You'll  find  Novahistine  DH  particularly  effective 
at  controlling  frequency  and  intensity  of  cough 
spasms  without  abolishing  cough  reflex. 

Each  5-ml.  teaspoonful  of  Novahistine  DH 


decongestant-antitussive  contains  codeine 
phosphate,  10  mg.  (warning:  may  be  habit- 
forming); phenylephrine  hydrochloride,  10  mg.; 
chlorpheniramine  maleate,  2 mg.;  chloroform, 
13.5  mg.;  l-menthol.  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may 
result.  Continuous  dosage  over  an  extended 
period  is  contraindicated,  since  codeine 
phosphate  may  cause  addiction. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
hut  in  rest  from  pain ” 

John  Dryden 


Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning-May  be  habit  forming), 


Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 


gives  your  patient  rest  from  pain 


B.W.  & Co.  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  | 


<21  BURROUGHS  WELLCOME  &CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


oducing  alginates  to  antacids 


difference 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates — a Warner- 
Chilcott  contribution  to  antacid  portability— help 
1 ) erase  the  chalkiness  and  grittiness  found  with  some 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Like 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 


introducing  new 


each  5 ml.  teaspoonful  contains; 

500  mg.  magnesium  trisilieate 
250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg,  magnesium  hydroxide 

"US.  Patent  No.  3,326,755 

a consistent  buffering  anticostive1  antaci 

fAvoids  constipation. 

See  next 


r > ; ...  ' 

GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient 


oo  iMt.es 


twicerr  ueo*AT8fiiss  m.  *oks«s  rum,  « j 


GelusiT-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored)—light  green  bottles  of  12  fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 

Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 
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You’ve  made  it 
one  of  your  specific 
in  acute  otitis  media 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  tlr 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  However,  some  strair 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You've  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  actio 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system -ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitil 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a ra 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivit 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-rise  in  BUI 
apparently  dose-related.  Transient  increase  in  urinary  output,  sorrr 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urli 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (ye 
low-brown)  in  children  of  mothers  giventhisdrugduringthe  latter  he 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  pei 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontini 
medication  and  institute  appropriate  therapy.  Demethylchlortetr 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissi 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoul 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  confer 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococci 
infections  should  continue  for  10  days,  even  though  symptoms  ha\ 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  30 
mg,  150  mg  and  75  mg  of  demethylchlortetr;. 
cycline  HCI.  398; 


DECLOMYCIN 

DEMETHYLCHLORTETKACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Syntex  announces 

Xm  hormone  ratio 

inhnrdosa^e 

oral  eonlraeeirtioii 


day  regimens 


last  page  of  advertise) 


Vorinyl 
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(norethindrone  1 mg  with 
mestranol  0.08  mg) 
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Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 — 80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 
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X*her  redimen 

No  matter  how  effective  ^ ^ her  oral  contraceptive  is  . . 

if  she  forgets,  she  loses  the  protection  she’s  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible : 
either  21- day  (3  weeks  on,  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  o — the  way  she  lives  her  life. 


newMemoretie 


Norinyl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 
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CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMBOEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100,000 

47/100,000 

Nonusers 

0.2/100,000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  he  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  he  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
he  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  he  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating ) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
he  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII.  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  TJ  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 


SYTsITEX 

SYNTEX  LABORATORIES,  INC. 
PALO  ALTO,  CALIFORNIA  94304 


heavenly  relief 
for  unearthly  cough 


Bony  If  n 

EXPECTORANT 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5 % alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BENYL1N 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYL1N  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BEN Y LIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYL1N  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like  action  which  should  be 
considered  when  prescribing 
BENYL1N  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 
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TUBEX 

offers 

so  complete 
a line  of 
closed 
system 
injectables 


and 
it's  still 
growing. 


To  meet  your  present  needs  more  pre- 
cisely, the  Tubex  line  comprises  37  dif- 
ferent products  in  69  dosage  variations. 
And  more  are  on  the  way. 

Tubex  offers  these  unit  dose  advantages: 

• accuracy— premeasured,  clearly  labeled  to  help 
ensure  correct  medication 

• convenience— no  filling,  no  needle-sharpening, 
no  sterilization,  no  cleanup 

• simplicity  — precision-made,  well  balanced 
syringe  breech  loads  in  seconds,  permits  easy 
aspiration 

• reduces  risk— single-use  cartridge-needle  units 
reduce  risk  of  cross  contamination;  less  chance 
of  spillage  reduces  risk  of  contact  sensitization 
for  doctor  or  nurse 

• stability— glass  cartridges  can’t  deteriorate  or 
react  with  medication 

• acceptability— presharpened,  siliconized  nee- 
dles lessen  pain  of  injection;  patients  appreciate 
single-use  equipment 


Just  select,  inject,  throw  away 

TUBEX 


£ 
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sterile  cartridge-needle  unit 
Wyeth  Laboratories  Philadelphia,  Pa. 


Is  there  a doctor  in  the  house? 


Yes  indeed,  we  have  a number  of  the  most 
successful.  They've  chosen  a Regency  House  home 
because  it  best  meets  a busy  doctor’s  special 
needs  . . . your  needs.  Enjoy  complete  privacy  in  an 
elegant  setting  designed  with  the  spaciousness 
of  a home  rather  than  the  confines  of  an  apartment. 
You’ll  have  these  important  extras,  too:  24-hour 
security  guard  service,  remote-control  covered 
parking,  the  services  of  doormen,  parking  attendants 
and  maids,  a financial  library,  heated  swimming 
pool,  and  even  a Dow  Jones  ticker  tape1  machine  in 
the  lobby!  Come,  inspect  beautiful,  new 
Regency  House.  Discover  the  many  ways  this 
luxury  home  on  the  Phoenix  skyline  fulfills  your 
special  requirements!  It’s  ideally  located  near  all 
major  hospitals  and  medical  buildings. 


; REGENCY 
HOLJSK 


2323  North  Central  Avenue 
Telephone:  252-2323 

The  J.  W.  Colachis  Development  Co. 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  4601  N.  SCOTisDAlE  ROAD,  SCOTTSDALE,  ARIZONA  85251. 

OFFICERS  AND  DIRECTORS  - 1968-69 

President— Arthur  V.  Dudley,  Jr.,  M.D .Bldg.  23,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona 

President  Elect— Richard  O.  Flynn,  M.D 2210  South  Mill  Avenue,  Tempe,  Arizona 

Vice  President-Fred  H.  Landeen,  M.D. 2222  North  Craycroft  Road,  Tucson,  Arizona 

Secretary— John  P.  Heileman,  M.D.  909  East  Brill  Street,  Phoenix,  Arizona 

Treasurer— Philip  E.  Dew,  M.D..  . 5th  and  Alvemon  Streets,  Tucson,  Arizona 

Speaker  of  the  House— Charles  E.  Henderson.  M.D 909  East  Brill  Street,  Phoenix,  Arizona 

Editor-in-Chief— Roland  F.  Schoen,  M.D.  1023  East  Florence  Blvd.,  Casa  Grande,  Arizona 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D... 2021  North  Central  Avenue,  Phoenix,  Arizona 

Delegate  to  AMA— William  B.  Steen,  M.D.  .116  North  Tucson  Blvd.,  Tucson,  Arizona 

Alternate  Delegate  to  AMA— Paul  B.  Jarrett,  M.D...... .2021  North  Central  Avenue,  Phoenix,  Arizona 

Alternate  Delegate  to  AMA— Seymour  I.  Shapiro,  M.D .Bldg.  24,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona 

Past  President— Arnold  H.  Dysterheft,  M.D McNary  Hospital,  McNary,  Arizona 

DISTRICT  DIRECTORS 


Central  District— Jack  E.  Brooks,  M.D.  ........ 

Central  District— James  L.  Grobe,  M.D.  . 

Central  District— Robert  A.  Price,  M.D.  . 

Central  District— Edward  Sattenspiel,  M.D. 

Central  District— Woodson  C.  Young,  M.D 

Northeastern  District— Harry  S.  Beckwith,  M.D. 
Northwestern  District— John  J.  Standifer,  M.D.  . . 
Southeastern  District— Deward  G.  Moody,  M.D.  . . 
Southern  District— Everett  Czerny,  M.D.  ....... 

Southern  District— William  C.  Scott,  M.D.  ...... 

Southern  District— Hermann  S.  Rhu,  Jr.,  M.D.  . . 
Southwestern  District— Howard  W.  Finke,  M.D, 


.2021  North  Central  Ave.,  Phoenix, 

2610  West  Bethany  Home  Road,  Phoenix, 

3602  North  15th  Avenue,  Phoenix, 

333  West  Thomas  Road,  Phoenix, 

909  East  Brill  Street,  Phoenix, 

East  2nd  & Colorado  Ave.,  Winslow, 

412  East  Oak  Street,  Kingman, 

711  Morley  Avenue,  Nogales, 

Bldg.  18,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson, 
.................  45  N.  Tucson  Blvd.,  Tucson, 

. 5 th  and  Alvemon  Streets,  Tucson, 

............  Magma  Copper  Hospital,  Superior, 
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Arizona 

Arizona 

Arizona 

Arizona 

Arizona 
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Arizona 


SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President— James  Nauman,  M.D.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona  85716 

President-Elect— Eduardo  Gonzalez  Murguia,  M.D.  Prisciliano  Sanchez— 1081,  Guadalajara,  Jalisco,  Mexico 

Vice  President— Lucy  A.  Vernetti,  M.D.  .333  West  Thomas  Road  #207,  Phoenix,  Arizona  85013 

Secretary  for  the  United  States— Elizabeth  Gavitt,  M.D.  . . . .Pima  County  Gen.  Hospital,  2900  S.  6th  Ave.,  Tucson,  Arizona 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Thomas  H.  Taber,  Jr.,  M.D..  ......  .2021  North  Central  Avenue,  Phoenix,  Arizona  85004 

Treasurer  for  Mexico— Luiz  Cueva  Niz.,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  United  States— Mrs.  Virginia  E.  Bryant.  .....  333  West  Thomas  Rd.  #207,  Phoenix,  Arizona  85013 
Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  if-51  Sur,  Mazatlan,  Sinaola,  Mexico 


COMMITTEES  1968-69 

ARTICLES  OF  INCORPORATION  & Bf-LAWS  COMMITTEE: 
Charles  E.  lienuerson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.  (McNary);  Karl  L.  Meyer,  M.D. 
(Aog.ucs;;  Vv  uiiam  B.  Steen,  M.D.  (Tucson). 
BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  George  Boiko,  M.D. 
(Casa  Grande);  William  N.  Chloupek,  M.D.  (Phoenix); 
Philip  E.  Dew,  M.D.  (Tucson);  Merlin  K.  DuVal,  M.D. 
(Tucson;.  „ 

EXECUTIVE  COMMITTEE:  Arthur  V.  Dudley,  Jr.,  M.D.,  Chair- 
man (Tucson);  Arnold  H.  Dysterheft,  M.D.  (McNary);  Philip 
E.  Dew,  M.D.  (Tucson);  Richard  O.  Flynn,  M.D.  (Tempe); 
John  P.  Heileman,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
(1  ucson). 

GOVERNMENTAL  SERVICES  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Clifton  J.  Alexander,  M.D.  (Tuc- 
son); William  A.  Bishop,  Jr.,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Charles  P.  Dries,  M.D.  (Phoenix); 
Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Stephen  Letour- 
neaux,  M.D.  (Nogales);  Richard  T.  McDonald,  M.D.  (Flag- 
staff); Lennonl  W . Melick,  M.D.  (Tucson);  Albert  J.  Ochsner, 
M.D.;  Wallace  A.  Reed,  M.D.  (Phoenix);  Woodrow  W.  Scott, 
M.D.  (Tempe;;  George  A.  Spendlove,  M.D.  (Phoenix);  Dale 
H.  Stannaru,  M.D.  (rhoenix,,;  Keith  R.  Treptow,  M.D.  (luc- 
son);  Gltn  H.  Walker,  M.D.  (Coolidge). 

GRIEvaaCd  CUMMlllEE:  Arnold  ti.  uysterheft,  M.D.,  Chair- 
man (McNary);  Miguel  A.  Carreras,  M.D.  (Tucson);  Richard 
E.  H.  Duisbeig,  M.D.  (Phoenix);  Francis  M.  Findlay,  M.D. 
(San  Manuel);  Richard  G.  Hardenbrook,  M.D.  (Prescott); 
Leo  L.  Lewis,  M.D.  (Winslow;;  W.  K.  Manning,  M.D. 
(Tucson);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande);  Walter  Brazie,  M.D.  (King- 
man);  John  R.  Green,  M.D.  (Phoenix);  John  W.  Kenheuy, 
M.D.  (Phoenix);  Haroid  W.  Kohl,  Sr.,  M.D.  (Tucson);  Jay  L. 
Sitterley,  M.D.  (Flagstaff);  Roy  O.  Young,  M.D.  (Scottsdale). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Stanley  S.  Tanz, 

M.D.,  Chairman  (Tucson);  James  D.  Alway  Jr.,  M.D.  (Phoe- 
nix); William  B.  Haeussler,  M.D.  (Phoenix);  William  R. 
Myers,  M.D.  (Phoenix);  Hal  W.  Pittman,  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE:  Arthur  R.  Nelson,  M.D.,  Chairman 
(Phoenix);  Chester  G.  Bennett,  M.D.  (Phoenix);  John  H. 
Caskey,  M.D.  (Flagstaff);  William  J.  Clemans  111,  M.D. 
(tlorence);  Carlos  C.  Craig,  M.D.  (Phoenix;;  C.  Truman 
Davis,  M.D.  (Mesa);  Richard  O.  Fiynn,  M.D.  (Tempe); 
Donald  F.  Gness,  M.D.  (Tucson);  Charles  E.  Henderson, 
M.D.  (Phoenix);  John  P.  Holbrook,  M.D.  (Tucson);  John 
F.  Kahle,  M.D.  (Flagstaff);  William  H.  Lyle,  M.D.  (Yuma); 
John  E.  Oakley,  M.D.  (Prescott);  Robert  J.  Oliver,  M.D. 
(Tucson). 


MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  Robert  F.  Crawford,  M.D.  (Phoenix); 
Harley  G.  brown,  M.li.  (Phoenix);  Richard  S.  Armstrong, 
M.D.  (Tucson);  Kenneth  A.  Dregseth,  M.D.  (Sierra  Vista); 
George  L.  Huiimann,  M.D.  (Mesa);  Richard  T.  McDonald, 
M.D.  (flagstaff);  John  G.  McGregor,  Jr.,  M.D.  (Tucson); 
Dermont  VV.  Melick,  M.D.  (Tucson);  John  H.  Ricker,  M.D. 
(Phoenix);  Gregory  C.  Smith,  M.D.  (Scottsdale). 


PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Donald 
K.  Buffmire,  M.D.,  Chairman  (Phoenix);  Louis  inrsch,  M.D. 
(lucson;;  Elvie  n.  Joney,  M.D.  (bisbee);  George  H.  Mertz, 
M.D.  (Jcnoenix;;  Jack  1.  Mowrey,  M.D.  (McNary);  James  T. 
O’Neil,  M.D.  (Casa  Grande). 


PROFESSIONAL  COMMITTEE:  William  G.  Payne,  M.D.,  Chair- 
man (Tempe);  dobert  J.  Antos,  M.D.  (Rhoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Robert  1.  Cutts,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  William  B.  Helme,  M.D. 
(Phoemx);  Harold  W.  Kohl,  Jr.,  M.D.  (lucson;;  W.  Shaw 
McDaniel,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Tucson);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson);  Eugene 
Ryan,  M.D.  (Phoenix);  Donald  F.  Shaller,  M.D.  (Phoenix); 
Richard  J.  Toll,  M.D.  (Tucson);  Albert  G.  Wagner,  M.D. 
(Phoenix);  MacDonald  Wood,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kalile,  M.D., 
Chairman  (Flagstaff);  Walter  R.  Either,  M.D.  (Chandler); 
Richard  O.  Flynn  M.D.  (Tempe);  C.  Herbert  Fredell,  M.D. 
(Flagstaff);  Don  V.  Langston,  M.D.  (Phoenix);  William  H. 
Lyle,  M.D.  (fuma);  William  W.  McKinley,  Jr.,  M.D.  (Bis- 
bee);  Jack  I.  Mowrey,  M.D.  (McNary);  Harry  L.  Reger, 
Jr.,  M.D.  (Phoenix);  Roland  F.  Schoen  M.D.  (Casa  Grande); 
William  C.  Scott,  M.D.  (Tucson);  Philip  D.  Volk,  M.D. 
(Tucson). 

PUBLISHING  COMMITTEE:  Roland  F.  Schoen,  M.D.,  Chairman 
(Casa  Grande);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
Green  M.D.  (Phoenix);  Felix  F.  Jabczenski.  M.D.  (Tucson); 
Kenneth  E.  Johnson  M.D.  (Phoenix);  Robert  F.  Lorenzen, 
M.D.  (Phoenix);  William  B.  McGrath,  M.D.  (Phoenix);  Pres- 
ton J.  Taylor.  M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Edward  Sattenspiel, 

M.D.,  Chairman  (Phoenix);  Clifton  J.  Alexander,  M.D. 
(Tucson);  William  E.  Bishop,  M.D.  (Globe);  Daniel 
Bright.  M.D.  (Cottonwood);  John  F.  Currin.  M.D.  (Scotts- 
dale); Milton  S.  Dworin,  M.D.  (Tucson);  T.  Richard  Greg- 
ory M.D.  (Phoenix);  Raymond  Grossman.  M.D.  (Douglas); 
Rockwell  E.  Jackson,  M.D.  (Tucson);  George  B.  Kent  Jr., 
M.D.  (Phoenix';  Fred  H.  Landeen.  M.D.  (Tucson';  Philip 
Levy,  M.D.  (Phoenix);  Laurance  M.  Linkner,  M.D.  (Phoenix); 
Wi'liam  F.  M’ddleton.  M.D.  (Phoenix);  Arthur  R.  Nelson, 
M.D.  (Phoenix);  Melvin  W.  Phillips  M.D.  (Prescott);  Wil- 
fred M.  Potter.  M.D.  (Scottsdale);  Blair  W.  Taylor,  M.D. 
(Tucson);  John  S.  Welsh,  M.D.  (Tucson);  Reginald  J.  M. 
Zeluff,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS  1968-69 

APACHE:  A.  Burgess  Vial,  M.D.,  President  P.  O.  Box  390, 
Snr'ngerville  85938;  Paddy  R.  Garver,  M.D.,  Secretary,  P.O. 
Box  919,  Show  Low. 

COCHISE:  Joseph  Saba,  M.D.,  President  603  Powell  Street, 
Warren  85642;  James  M.  Gilbert,  M.D.,  Secretary,  Copper 
Queen  Hospital,  Bisbee. 

COCONINO:  Gerald  T.  McMahon,  M.D.,  President,  1355  North 
Beaver.  Flagstaff;  David  D.  Smith,  M.D.,  Secretary,  715 
North  Beaver,  Flagstaff. 

GILA:  Thomas  B.  Jarvis,  M.D.,  President,  703  Ash  Street,  Globe 
85501;  T.  E.  Matheson,  M.D.,  Secretary,  Miami-Inspiration 
Clinic,  Miami. 

GRAHAM:  Frederick  W.  Knight,  M.D.,  President,  618  Central 
Avenue,  Saffoid;  Jack  L.  Bennett,  M.D.,  Secretary,  618  Cen- 
tral Avenue,  Safford. 

GREENLEE:  Robert  V.  Horan,  M.D.,  President.  Morenci  Hos- 
pital, Morenci;  James  W.  Gilbert,  M.D.,  Secretary,  P.  O. 
Box  1537,  Clifton. 

MARICOPA:  John  W.  Kennedy,  M.D.,  President,  4550  N.  51st 
Avenue,  Phoenix  85031;  Edward  Sattenspiel,  M.D.,  Secre- 
tary, 333  West  Thomas  Road,  Phoenix  85013. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 

MOHAVE:  George  M.  Clarke,  M.D.,  President,  412  East  Oak 
Street,  Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412 
East  Oak  Street,  Kingman. 

NAVAJO:  William  R.  Engvall,  M.D.,  President,  1500  Williamson 
Avenue  Winslow  86047;  George  G.  Bertino,  Jr.,  M.D.,  Secre- 
tary, 1500  Williamson  Avenue,  Winslow. 

PIMA:  John  A.  Wilson,  M.D.,  President,  1601  N.  Tucson  Boule- 
vard, Tucson;  Seymour  I.  Shapiro,  M.D.,  Secretary,  Bldg.  24, 
Med.  Square,  1601  N.  Tucson  Blvd.,  Tucson. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL  Francis  M.  Findlay,  M.D.,  President,  San  Manuel  Hos- 
pital. San  Manuel  85631;  Robert  L.  Hyde,  M.D.,  Secretary, 
1616  Main  Street,  Florence. 

SANTA  CRUZ:  Stephen  A.  Letourneaux,  M.D.,  President,  711 
Morley  Ave.,  Nogales;  Charles  S.  Smith,  M.D.,  Secretary, 
Gebler  Building,  Nogales. 

YAVAPAI:  Manus  R.  Spanier,  M.D.,  President,  108  N.  Summit 
Avenue,  Prescott  86301;  William  R.  Shepard,  M.D.,  Secre- 
tary, 1003  Division  Street,  Prescott. 

YUMA:  Chauncey  D.  Buster,  M.D.,  President,  2540  S.  4th 
Avenue,  Yuma  85364;  Dale  F.  Webb,  M.D.,  Secretary, 
Avenue  A and  24th  Street,  Yuma. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  - 1968-69 

President  Mrs.  Lewis  S.  Winter  (Jean) 

1714  E.  Rose  Lane,  Phoenix  85016 

President-Elect  Mrs.  Robert  J.  Oliver  (Nicki) 

910  N.  Wilmot  Road,  Tucson 

1st  Vice  President Mrs.  Robert  P.  Mason  (Doris) 

330  W.  Maryland  Apt.  107,  Phoenix  85013 

2nd  Vice  President  Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Drive,  Prescott  86301 

Treasurer  Mrs.  William  O.  Minturn  (Shirley) 

6034  N.  38th  Place,  Scottsdale  85018 

Recording  Secretary  Mrs.  Dale  F.  Webb  (Lynn) 

2200  E.  25th  Place,  Yuma  85364 

Corresponding  Secretary Mrs.  Rex  O.  Vaubel  (Eileen) 

117  W.  Glenn  Dr.,  Phoenix  85021 

Director  (2  Years)  Mrs.  C >rl  Shrader  (Ginny) 

527  Bertrand,  Flagstaff  86001 

Director  (1  Year) Mrs.  John  E.  Oakley  (Helen) 

57  A Country  Club  Dr.,  Prescott  86301 

Director  (1  Year) Mrs.  El  vie  B.  Jolley  (Mila) 

301  Cole  Avenue,  Warren  85642 

CHAIRMEN  OF  STANDING  COMMITTEES 
1968-69 

AMA-ERF:  M'S.  A'hert  G.  Wagner  (Helen) 

3216  E.  Meadowbrook  (956-3674),  Phoenix  85018 

BY-LAWS: Mrs.  Charles  E.  Matheus  (Marilyn) 

2148  E.  25th  St.,  Yuma  85364 

CHAPLAIN:  Mrs.  J.  B.  Tucker  (Laveme) 

700  East  10th  St.,  Casa  Grande  85222 

COMMUNITY  HEALTH:  ..Mrs.  Harry  D.  Bryan 

Yuma  85364 

CONVENTION .Mrs.  Howard  Kimball  (Ella) 

414  W.  Northview  Avenue,  Phoenix  85021 

FINANCE:  Mrs.  James  L.  Parsons 

5251  E.  Hawthorne,  Tucson  8571 1 

GEMS:  Mrs.  James  Alway 

1677  E.  Maryland,  Phoenix  85016 

HEALTH  CAREERS:  ....Mrs.  William  Scott  (Jean) 

340  S.  Country  Club  Rd.  (326-5354),  Tucson  85716 
HAMER  EDUCATION  LOAN  FUND: 

Mrs.  Alvin  L.  Swenson  (Viki) 
5250  Bartlett  Circle,  Phoenix  85016 

HISTORIAN:  .Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott  85018 

INTERNATIONAL  HEALTH:  .....Mrs.  Rexford  Peterson  (Dell) 
6130  N.  52nd  Place  (945-9250),  Paradise  Valley  85251 

LEGISLATION:  .....Mrs.  George  S.  Enfield  (Ro) 

lz26  E.  Cambridge  Ave.  (265-2507),  Phoenix  85016 

MENTAL  HEALTH Mrs.  Isadore  Sklar  (Marion) 

1513  E.  San  Miguel,  Phoenix  85014 

NOMINATING:  ...Mrs.  Elvie  B.  Jolley  (Mila) 

301  Cole  Ave.  Warren  85642 

PARLIAMENTARIAN: Mrs.  Clare  W.  Johnson  (Mary  Anne) 

318  W.  Lawrence  Rd.  (266-1410),  Phoenix  85013 

PUBLICATION:  .Mrs.  Hubert  R.  Estes  (Mickie) 

9035  E.  Woodland  Road  (298-1289),  Tucson  85715 
SAFETY-DISASTER  PREPAREDNESS: 


Mrs.  Charles  I.  Fisher  (Peggy) 
352  W Berridge  Lane,  Phoenix  85013 

WA-SAMA  . Mrs.  Bryant  1.  Pickering  (Jean) 

4801  E.  Sparkling  Lane,  Paradise  Valley  85251 

COUNTY  PRESIDENTS 
1968-69 

MARICOPA  ................  Mrs.  George  L,  Hoffmann  (Julie) 

900  W.  Mountain  View  Dr.,  Mesa  85201 

COCONINO  . .Mrs.  Darius  Benham  (Esther) 

527  Bertrand,  Flagstaff  86001 

YUMA  Mrs.  Paul  Slosser  (Betty) 

701  E.  8th  Avenue,  Yuma  85364 

PIMA  Mrs.  Richard  F.  Dahlen 

3210  E.  Via  Palos  Verdes,  Tucson  85716 

YAVAPAI  . .Mrs.  John  Oakley  (Helen) 

405  Delano,  Prescott  86301 

GILA Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 


JANUARY,  1969 


ArMA  Reports 
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EXECUTIVE  COMMITTEE 

Meeting  of  the  Executive  Committee  of  the  Board  of 
Directors  of  The  Arizona  Medical  Association,  Inc.,  held 
Saturday,  November  9,  1968,  in  the  Central  Office  of  the 
Association,  Suite  201,  Safari  Building,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  3:00 
P.M.,  Arthur  V.  Dudley,  Jr.,  M.D.,  President  and  Chair- 
man, presiding. 

ROLL  CALL 

PRESENT:  Drs.  Dew,  Philip  E.,  Treasurer;  Dudley, 
Jr.,  Arthur  V.,  President;  Dysterheft,  Arnold  H.,  Past 
President;  Flynn,  Richard  O.,  President-Elect;  Heileman, 
John  P.,  Secretary;  Landeen,  Fred  H.,  Vice  President. 

Counsel:  Mr.  Jacobson,  Edward 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary- 
ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Seere- 
tary-ArMA;  Boykin,  Paul  R.,  Executive  Secretary- 
BOMEX. 

MINUTES 

Approved  Minutes  of  the  meeting  of  the  Executive 
Committee  of  the  Board  of  Directors  of  this  Association 
held  September  7,  1968. 

BOARD  OF  DIRECTORS  AGENDA 

Reviewed  the  Board  of  Directors  agenda  for  the  meet- 
ing scheduled  to  be  held  tomorrow,  November  10,  1968. 
ArMPAC  Board  of  Directors 

Noted  Chauncey  D.  Buster,  M.D.  (Yuma);  William  W. 
McKinley,  M.D.  (Bisbee);  Mrs.  Robert  J.  Oliver  (Tucson); 
and  Mrs.  Lewis  S.  Winter  (Phoenix)  accepted  appoint- 
ment by  the  Board  of  Directors  of  this  Association  to 
membership  on  the  ArMPAC  Board  of  Directors  for  the 
term  1968-69. 

Don  V.  Langston,  M.D.  (Phoenix),  member  of  the 
ArMPAC  Board  of  Directors,  in  the  absence  of  John  F. 
Kahle,  M.D.,  Chairman,  will  appear  before  the  Board  of 
Directors  of  ArMA  tomorrow  and  present  Dr.  Kahle’s  re- 
port. 

Recommends  to  the  Board  of  Directors  authorization 
of  the  payment  of  $1,500.00  in  January,  1969,  the  budg- 
eted sum  provided  in  the  1969  Budget  (Account  511 
Dues  and  Contributions),  to  the  ArMPAC  Board  of  Direc- 
tors, to  be  used  for  educational  purposes. 

ArMA  Gift— U.  of  A.  College  of  Medicine 

Merlin  K.  DuVal,  M.D.,  Dean,  University  of  Arizona 
College  of  Medicine,  accepts  with  grateful  appreciation, 
in  behalf  of  the  College,  the  Gift  of  this  Association 
($10,000.00)  to  be  used  to  further  student  education. 
ArMA-ArHA  Executive  Committees 

Encouraged  a periodical  symposium  between  Hospital 
Chiefs  of  Staff,  Hospital  Administrators  and  Hospital 
Chairmen  with  ArMA  and  ArHA  Executive  Staffs  for 
purpose  of  discussing  matters  of  mutual  interest,  having 
an  agenda  with  qualified  speakers,  etc.  Suggested  details 
be  worked  out  at  the  next  liaison  meeting  of  the  Execu- 
tive Committees  of  the  f\vo  organizations. 

Did  not  encourage  ai  this  time  similar  meetings  be- 


tween Hospital  Administrators,  Nurses  and  Doctors  of 
Medicine. 

Benevolence 

Recommends  confirmation  by  the  Board  of  Directors 
of  financial  assistance  to  the  widow  of  Elton  R.  Charvoz, 
M.D.  (deceased)  authorized  by  the  Executive  Committee 
in  the  sum  of  $152.50  per  month,  a similar  sum  being 
contributed  by  Maricopa  County  Medical  Society. 
Headquarters  Building 

Reviewed  report  of  the  Building  Committee  to  be  pre- 
sented to  Board  tomorrow.  Determined  delinquent  date 
for  failure  to  pay  the  Special  Assessment  would  be  No- 
vember 25,  1968,  in  accordance  with  the  Bylaws;  that 
those  members  delinquent  would  not  be  removed  from 
the  Roster  and  reported  prior  to  December  31,  1968  (as 
is  the  custom  with  dues  delinquents);  that  a special  letter 
be  immediately  released  to  those  members  who  have  yet 
to  pay  the  special  assessment  of  the  approaching  delin- 
quency date  (November  25,  1968);  that  a letter  be  pre- 
pared and  released  November  25,  1968,  to  all  members 
delinquent  calling  their  attention  thereto;  that  the  re- 
spective component  county  medical  societies  be  officially 
so  informed  along  with  the  District  Directors  of  the  re- 
spective districts,  seeking  their  assistance  to  make  per- 
sonal contact  and  encourage  those  members  to  pay  the 
special  assessment;  and,  in  the  instance  of  such  delin- 
quents who  may  endeavor  to  pay  their  1969  dues,  that 
such  dues  be  not  accepted  unless  the  special  assessment 
indebtedness  first  has  been  discharged. 

ARMADA  Agency 

Recommends  to  the  Board  of  Directors  that  space  in 
the  new  headquarters  office  building  to  accommodate 
the  ARMADA  Agency  operation  at  a monthly  rental  be 
not  planned  at  this  time. 

Maricopa  Society  Membership 

Attention  was  called  to  the  proposed  resolution  to  be 
introduced  by  five  members  of  Maricopa  County  Medical 
Society  in  its  Board  of  Directors  seeking  a Bylaws  amend- 
ment to  delete  the  requirement  that  membership  in  good 
standing  in  the  Arizona  Medical  Association  and  the 
American  Medical  Association  shall  be  requisite. 
Membership  Classification 

Membership  classification  changes  reviewed  to  be 
recommended  to  Board. 

Finance 

Dr.  Dew  reviewed  the  financial  statement  to  and  in- 
cluding October  31,  1968.  Additional  appropriations 
totalling  $16,352.05  to  be  recommended  to  Board. 

Recommend  to  Board  payment  of  $2,000.00  to  Paul 
R.  Boykin,  Executive  Secretary,  Board  of  Medical  Ex- 
aminers, State  of  Arizona,  representing  the  difference  in 
salary  reduced  by  the  Appropriations  Committee  of  the 
Arizona  State  Legislature  this  year  from  $20,000.00  per 
annum. 

Governmental  Services  Committee 

Noted  Woodrow  W.  Scott,  M.D.  (Tempe)  accepted 
Board  appointment  to  membership  on  its  Governmental 
Services  Committee. 

Industrial  Commission  of  Arizona 

Noted  resolution  of  the  Industrial  Commission  of  Ari- 
zona appointing  Mayer  Hyman,  M.D.  (Tucson)  a member 
of  its  Cardiovascular  Advisory  Board,  which  Board  in- 
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eludes  Allan  I.  Cohen,  M.D.,  Chairman  (Phoenix)  and 
Alan  L.  Gordon,  M.D.  (Phoenix). 

Legislative  Committee 

Counsel  reports  in  the  matter  of  therapeutic  abortion 
(House  Resolution  No.  9-68);  cost  of  survey  by  National 
Opinion  Research  organization;  and  possible  courses  of 
action  viz.  legislative  or  initiative  petition.  Dr.  Landeen 
to  contact  Goldwater  group  to  determine  its  agreeable- 
ness to  inclulding  this  subject  in  its  post-election  opinion 
survey,  if  undertaken,  and  report. 

Relative  to  Section  32-161  ARS,  Anesthetics-Nurse 
Anesthetists,  recommend  to  the  Arizona  State  Board  of 
Nursing  through  the  Board  of  Directors  that  the  Section 
be  amended  by  deleting  the  phrase:  “and  in  the  immedi- 
ate presence,”  Dr.  Heileman  voting  in  opposition  thereto. 

Recommend  to  the  Board  of  Directors  active  support 
of  the  proposed  amendment  to  Title  36  ARS  — Medical 
Research  and  Studies  (Immunities)  by  adding  a new 
Chapter  17.  Counsel  for  Arizona  Hospital  Association 
offers  full  support. 

On  recommendation  of  Counsel,  approves  preparation 
of  a “position  paper”  in  regard  to  occupational  licensing 
through  the  establishment  of  a state  board;  however,  it 
was  agreed  it  should  not  be  released  until  such  time  as 
its  use  be  considered  effective. 

Authorized  the  President  to  call  a meeting  of  the 
Executive  Committees  of  this  Association  and  the  Arizona 
Dental  Association,  if  and  when  desirable  for  the  purpose 
of  discussing  matters  of  mutual  interest. 

Professional  Committee 

Recommend  to  the  Board  the  appointment  of  Eugene 
Ryan,  M.D.  (Phoenix)  to  membership  on  its  Professional 
Committee  as  chairman  of  the  Section  on  Industrial 
Health,  nominated  by  Maricopa  County  Medical  Society. 

Noted  appointments  by  the  Commissioner  of  the  Ari- 
zona State  Department  of  Health  to  membership  on  the 
Medical  Advisory  Committee  to  assist  the  Arizona  State 
Highway  Department  in  its  Driver  Licensing  responsi- 
bilities. 

Recommend  to  the  Board  of  Directors  appointment  of 
nominees  to  serve  as  a steering  committee  to  the  Air 
Medical  Evacuation  System  program,  to  include  Bernard 
W.  Simons,  Jr.,  M.D.  and  Henry  P.  Limbacher,  M.D., 
both  of  Tucson. 

Recommend  to  the  Board  of  Directors  that  it  accept 
the  Joint  Statement  on  Acute  Cardiac  Care  submitted 
previously  by  the  Arizona  State  Nurses’  Association;  fur- 
ther, that  the  Board  communicate  with  the  ASNA  quot- 
ing those  portions  of  the  law  (Section  32-1421  1.  and  6.) 
also  applicable. 

Arizona  Psychiatric  Society  seeks  clarification  by  stat- 
ute, if  necessary,  as  regards  “privileged  communication” 
applied  to  psychiatry.  Counsel  suggested  contact  with 
Attorney  General’s  office  to  determine  “climate”  in  such 
legislative  approach  at  this  time. 

Recommend  to  the  Board  of  Directors  that  the  estab- 
lishment of  a dietetic  internship  for  Arizona  by  the  Uni- 
versity of  Arizona,  Division  of  Food,  Human  Nutrition 
and  Dietetics,  appears  nice. 

Recommend  to  Board  of  Directors  acceptance  of  resig- 
nation of  Richard  L.  Dexter,  M.D.  (Tucson),  as  member 
of  its  Professional  Committee  serving  as  Chairman  of  the 
Section  on  Athletic  Medicine,  and  appointment  of  Rich- 
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ard  J.  Toll,  M.D.  (Tucson),  to  serve  as  a replacement  for 
the  unexpired  term  1968-69. 

Scientific  Assembly  Committee 

Recommend  to  Board  of  Directors  that  individual  in- 
vitations be  forwarded  to  the  Arizona  Doctors  of  Osteo- 
pathy at  the  appropriate  time,  possibly  March  of  1969, 
inviting  them  to  attend  the  1969  Annual  Meeting,  in 
accordance  with  House  Resolution  No.  1-68. 
Communications 

Recommend  to  Board  of  Directors  that  the  Arizona 
Delegates  to  AMA  be  instructed  to  support  the  resolu- 
tion of  the  Medical  Society  of  the  State  of  North  Caro- 
lina proposed  for  introduction  in  the  AMA  House  of 
Delegates,  Clinical  Session,  December  next,  regarding 
establishment  of  an  American  Board  of  Family  Practice. 

Recommend  to  Board  of  Directors  that  it  extend  a 
welcome  to  those  physicians  participating  in  the  1969 
National  Winter  Tennis  Tournament  of  the  American 
Medical  Tennis  Association  to  be  held  in  Tucson,  Febru- 
ary 12-15,  1969. 

Recommend  to  Board  of  Directors  that  it  oppose  the 
action  of  the  Pima  County  Medical  Society  — Board  of 
Directors  that  the  A.  H.  Robins  Community  Service 
Award  be  discontinued  because  of  advertising  exposure, 
replaced  by  an  ArMA  Annual  Community  Service  Award, 
a plaque  to  be  provided  by  the  Association.  It  is  the 
feeling  of  the  Executive  Committee  that  A.  H.  Robins  is 
performing  a community  service  which  award  program 
was  initiated  by  that  company  and  should  not  be  pre- 
empted. 

Other  Business 

Noted  action  of  Medical  Economics  Committee  to  pur- 
sue modification  of  Rule  59  (a)  ICA  on  an  administrative 
approach  with  the  Industrial  Commission  at  the  appro- 
priate time  following  reorganization.  This  subject  deals 
with  privilege  of  freedom  of  choice  of  physician. 

Reviewed  the  report  of  the  Medical  Economics  Com- 
mittee in  the  matter  of  proposal  of  the  Fisher-Orth 
Agency  (Phoenix)  providing  professional  liability  insur- 
ance for  select  members  of  the  Association,  to  be  under- 
written by  the  Hawaiian  Insurance  and  Guaranty  Com- 
pany, Ltd.;  also,  the  preliminary  investigative  report  as 
relates  to  the  carrier. 

Noted  scheduled  meeting  of  the  Arizona  State  Health 
Planning  Authority  and  Comprehensive  Health  Planning 
Council  of  Maricopa  County  to  be  held  at  the  Westward 
Ho  Hotel,  Phoenix,  Tuesday,  November  19,  1968. 

Noted  intent  of  Professional  Committee  to  provide  a 
financial  contribution  ($500.00)  to  the  Arizona  State 
Nurses’  Association  for  the  continuing  education  of  a 
registered  nurse  or  nurses. 

Discussed  generally  report  of  the  California  Medical 
Association  especially  as  it  related  to  its  professional  lia- 
bility insurance  survey. 

Executive  Session 

Entered  Executive  Session  to  discuss  execution  of  re- 
tirement agreements  with  Bruce  E.  Robinson,  Assistant 
Executive  Secretary-ArMA,  and  Paul  R.  Boykin,  Execu- 
tive Secretary-BOMEX. 

MEETING  ADJOURNED  AT  7:30  P.M. 

John  P.  Heileman,  M.D. 

Secretary 
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V-Ciliin  K®,  Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [042557*] 

900,34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Home  dialysis  for  the  patient  with 
chronic  uremia  is  now  an  accepted, 
efficient  method  of  management.  Fi- 
nancing the  treatment  represents  a 
most  difficult  non-medical  aspect.  The 
present  costs  of  home  dialysis  are  pre- 
sented and  it  is  clear  that  in  most 
cases  society  must  assume  a new  re- 
sponsibility in  helping  to  defray  the 
staggering  costs  of  rehabilitating  the 
patient  with  renal  failure. 


Introduction 

Whether  we  like  it  or  not,  we  have  entered  the 
organ  replacement  era  during  the  last  few  years. 
This  era  may  be  as  revolutionary  as  the  atomic 
bomb  — just  as  challenging  and  perhaps  nearly 
as  frightening. 

Recently  in  both  the  major  metropolitan  areas 
in  Arizona  we  have  seen  front  page  publicity 
regarding  the  need  for  “a  machine”  to  save  a man 
or  woman’s  life.  This  makes  a dramatic  story  and, 
doubtless,  also  sells  newspapers.  It  also  helps  to 
create  confusion  and  bitterness  when  a deeper 
look  into  the  problem  shows  that  much  more 
than  “a  machine”  is  needed. 

The  unpleasant  fact  is  that  the  present 
costs1’ 2 of  artificial  kidney  operations  and  trans- 
plants place  them,  unaided,  out  of  the  reach  of 
all  but  the  very  rich. 

Scope  of  fhe  Problem 

It  is  impossible  to  get  really  accurate  figures 
reflecting  the  number  of  patients  who  could 
benefit  from  dialysis  or  transplantation  in  Ari- 
zona yearly.  Using  U.  S.  Public  Health  Service 
figures,  we  estimate  that  60  patients  yearly  would 
be  so-called  “ideal”  candidates.  Since  this  would 


be  an  annual  load,  there  would  be  a tendency 
for  it  to  grow. 

Costs  at  the  present  time  for  home  dialysis  are 
approximately: 

First  year  $14,000*’ 2 

Each  succeeding  year  4,000 

Present  costs  for  transplantation  are  approx- 
imately: 

First  year $12,000 

( $5,000-$35,000  range)1’2 
Each  succeeding  year  2,500 


Arizona  Kidney  Foundation 
Dialysis  Program 

In  1964,  using  Good  Samaritan  Hospital  as  a 
base,  the  Arizona  Kidney  Foundation  was  estab- 
lished to  fund  a pilot  study  for  an  in-patient 
dialysis  program.  Results  were  encouraging3  but 
costs  were  staggering  — $14,000  to  $20,000  per 
year.  Funds  were  quickly  being  exhausted,  and 
it  became  obvious  that  home  dialysis,  with  its 
promise  of  reduced  cost,  was  necessary  if  the 
program  was  to  expand. 

The  early  results  of  the  program  were  reported 
in  this  journal3  and  were  obtained  using  a crowd- 
ed two-bed  center  in  Good  Samaritan  Hospital. 
This  hospital  facility  has  functioned  for  the  past 
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two  years,  primarily  as  a training  area  for  home 
dialysis.  A more  efficient  six-bed  center,  less 
crowded  and  with  more  efficient  use  of  person- 
nel, is  presently  under  construction. 

Clinical  results  of  this  program  are  detailed  in 
Figures  1 and  2. 
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Figure  2 
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The  early  patients  on  hospital  dialysis  did  not 
do  as  well  clinically,  did  not  live  as  long  and  did 
not  achieve  rehabilitation  nearly  as  well  as  the 
home  dialysis  patients.  Home  dialysis  patients 
can  choose  the  timing  of  their  dialysis,  can  dia- 
lyze themselves  as  often  as  necessary,  and  do  not 
become  as  physically  dependent  as  hospital  dia- 
lyzed patients. 

Our  present  staff  is  outlined  in  Figure  3.  The 
staff  must  maintain  24-hour  service  for  dialysis, 
cannula  clotting,  emergency  trouble  shooting  and 
information.  In  addition  to  performing  dialysis 
for  patients  with  chronic  renal  failure,  the  facili- 
ty also  dialyzes  patients  with  acute  renal  failure 


or  overdose  of  dialyzable  poisons. 

Figure  3 
STAFF 

1.  Half-time  Medical  Director  responsible  to  and  backed 
by  seven-member  Medical  Advisory  Board. 

2.  Full-time  Administrative  Assistant. 

3.  Six  RN’s. 

4.  Two  LPN’s. 

The  services  of  a full-time  Administrative 
Assistant,  Mr.  James  May,  were  obtained  in 
November,  1966,  and  largely  due  to  his  efforts 
funding  for  the  program  has  been  significantly 
increased. 

Patients  from  every  section  of  Arizona  have 
been  trained  for  home  dialysis.  Home  dialysis 
units  are  now  functioning  in  the  following  towns 
and  cities: 


Tucson 

...(2) 

Flagstaff  . . . 

...(1) 

Ajo 

...(1) 

Coolidge  . . . 

Mesa 

■■•(3) 

Phoenix  .... 

..(11) 

Scottsdale  . . 

Deer  Valley  . 

...(1) 

Eloy 

...(1) 

Guadalupe  . . 

...(1) 

Financial  Support 

Details  of  the  financial  support  of  this  pro- 
gram are  included  in  Figure  4.  The  basis  of  our 
financing  has  been  broad  and  has  included  both 
public  and  private  sources. 


Figure  4 
FINANCING 


Total 

% 

Good  Samaritan  Hospital  . . . 

. . .$115,000 

22 

Public  Fund  Raising 

. . . 140,000 

26 

Div.  of  Vocational  Rehab.  . . 

. . . 70,000 

13 
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Insurance  

. . . 80,000 

15 

V.A 

. . . 50,000 

9 

Patients  

. . . 32,000 

6 

534,000 

100% 

Grant  (over  next  3 years)  . . . 

300,000 

In  the  public  sector,  the  State  Division  of  Vo- 
cational Rehabilitation  ( DVR ) under  Director 
Merrill  Holdship,  has  been  instrumental  in  fi- 
nancing artificial  kidney  systems  for  eligible 
patients.  They  recognize  that  these  patients  are 
usually  in  the  35-45  year  age  group  where  they 
are  the  sole  support  of  families,  or  are  women 
with  small  children.  If  these  patients  are  not 
helped,  whole  families  would  need  financial 
help  and  rehabilitation.  The  State  DVR  has  also 
paid  training  costs  when  funds  could  not  be 
found  elsewhere. 

In  recognition  of  the  success  of  our  program, 
in  January  1968  the  U.  S.  Public  Health  Service 
awarded  a $300,000  grant  over  a three-year  peri- 
od to  investigate  the  feasibility  of  training  medic- 
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ally  indigent  patients.  However,  each  year  gov- 
ernment support  decreases  and  at  the  end  of 
the  third  year  government  support  will  stop  and 
community  resources  must  take  over  this  burden. 

Selection  Process 

A diagram  outlining  the  procedure  for  accept- 
ance in  the  Arizona  Maintenance  Dialysis  Pro- 
gram is  shown  in  Figure  5.  The  patient  is  re- 
ferred by  his  family  physician  to  one  of  the 
members  of  the  Medical  Advisory  Committee. 


PATIENT 
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Presently  this  committee  consists  of  the  follow- 
ing physicians: 

M.  David  Ben  Asher,  Tucson;  Melvin  L.  Co- 
hen, Lee  P.  Davis,  William  E.  Dozer,  Thomas  A. 
Edwards,  Kenneth  E.  Johnson,  Meyer  Markovitz, 
Daniel  J.  Potter,  Edward  B.  Waldmann,  Phoenix. 

The  physician  then  examines  the  patient,  or- 
ders any  needed  laboratory  work  and  prepares 
a medical  report  and  arranges  for  social  service 
and  psychiatric  reports. 

Three  documents  are  then  available  to  the 
Medical  Advisory  Committee  when  their  month- 
ly meeting  is  held.  The  committee  has  the  follow- 
ing alternatives  in  each  case: 

1.  To  recommend  that  the  patient  be  accepted 
for  the  maintenance  home  dialysis  program. 

2.  To  recommend  transplantation  if  this  can 
be  arranged. 

3.  To  recommend  rejection  of  the  patient  on 
medical  grounds. 

The  final  decision  on  acceptance  or  rejection 
of  the  patient  is  made  by  a 5-member  Anonymous 
Committee,  which  weighs  the  medical  report, 
availability  of  space  in  the  Center,  financial  re- 
sources, etc. 

The  medical  criteria  used  are  detailed  in 
Figure  6. 


Figure  6 

Medical  Criteria  for  Acceptance 

1.  Age  — Puberty  to  55. 

2.  Absence  of  Systemic  Disease  of  which  Renal  Disease 
is  only  a part. 

3.  Absence  of  Concomitant  Chronic  Disease  which 
would,  in  itself,  preclude  satisfactory  rehabilitation. 

4.  Availability  of  family  members  to  provide  physical 
and  emotional  support  for  home  dialysis. 

5.  Absence  of  psychiatric  disorder  which  would  preclude 
reasonable  patient  self-care  and  cooperation. 

6.  Potentiality  for  rehabilitation. 

7.  Absence  of  severe  neuropathy. 


Maintenance  dialysis  in  the  home  is  a severe 
stress  upon  a family.4' 5 Not  every  individual  with 
uremia  is  a good  medical  candidate  for  home 
dialysis,  and  not  all  have  adequate  family  sup- 
port for  home  dialysis.  Several  questions  come 
up  repeatedly: 

Q.  When  should  a patient  with  renal  failure 
be  referred  for  dialysis  or  transplantation? 

A.  It  is  far  better  to  refer  patients  too  early 
than  too  late.  As  a rough  guide,  when  the 
serum  creatinine  is  10  mgm  percent  or 
higher  or  creatinine  clearance  is  below  12 
cc/minute,  patients  should  be  referred 
since  the  screening  process  may  take  1-2 
months. 

Q.  Why  cannot  dialysis  “stations”  be  set  up, 
i.e.  why  cannot  a patient’s  home  or  some 
neutral  place  be  designated  a dialysis  sta- 
tion where  one  machine  can  process  mul- 
tiple numbers  of  patients? 

A.  This  appears  on  the  surface  to  be  a very 
attractive  idea,  but  when  subjected  to  crit- 
ical examination  there  are  problems: 

a.  The  monetary  savings  in  such  a facility 
are  only  those  of  sharing  the  initial  ex- 
pense. Although  this  is  considerable  (about 
$6,000),  the  real  problem  is  the  yearly  ex- 
pense ( $4,000 ) for  the  consumable  supplies 
needed  to  run  the  machine. 

b.  What  are  the  legal  responsibilities  of 
the  families  involved  and  of  the  sponsoring 
organization?  When  multiple  families  are 
involved  in  maintenance  of  a delicate 
machine,  what  liabilities  are  involved  in 
the  event  of  injury  to  a patient  through 
negligence  of  another  patient’s  family  mem- 
ber? 

c.  If  a neutral  facility  is  used,  the  rent  for 
same  will  add  to  the  expense. 

d.  If  a family’s  home  is  used,  there  is 
bound  to  be  considerable  invasion  of  pri- 
vacy. 

Nevertheless,  it  is  anticipated  that  these  prob- 
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lems  can  be  overcome  and  such  a dialysis  ‘ sta- 
tion” may  fulfill  a need. 

We  earnestly  want  to  integrate  maintenance 
dialysis  into  the  private  practice  structure  of  the 
community  and  are  making  efforts  to  do  so.  We 
have  developed  a basic  manual7  for  medical  care 
of  these  patients  and  are  distributing  it  state- 
wide with  a cover  letter  to  internists,  general 
practitioners,  urologists  and  pediatricians.  It  is 
our  intention  to  turn  these  patients  back  to  the 
referring  physician  after  they  have  become  stable 
on  maintenance  dialysis.  We  believe  that  the 
care  of  these  patients  is  not  too  complex  to 
expect  interested  physicians  in  the  above  cate- 
gories to  be  capable  of  taking  care  of  the  routine 
clinical  problems  with  the  medical  and  nursing 
personnel  of  the  training  facility  being  constantly 
available  for  consultation. 

The  future  promise  of  transplantation  is  that 
it  may  offer  these  patients  a better  quality * 1  2 3 of 
life  at  a reduced  cost  and  it  is  likely  that  in  the 
future  there  will  be  a pool  of  dialysis  patients 
from  whom  transplant  recipients  will  be  selected 
as  kidneys  from  live  or  cadaveric  donors  become 
available. 

We  hope  we  can  induce  all  of  the  people  of  the 
state  of  Arizona  through  their  elected  representa- 
tives to  face  this  problem,  establish  priorities  and 
contribute  to  its  solution.  This  is  not  to  say  that 
patients  should  not  be  called  upon  to  pay  rea- 
sonable medical  expenses  incurred,  but  does 
state  that  in  the  organ  replacement  era,  unless 
we,  as  a society,  want  to  set  a price  tag  on 
human  life  we  must  be  willing  to  pay  the  price 
of  helping  these  patients. 

Complications 

Adequate  dialysis  has,  in  general,  prevented 
the  more  serious  complications  of  chronic  ure- 
mia. Our  home  dialysis  patients  have  had  a total 
of  only  two  episodes  of  pulmonary  edema,  two 
episodes  of  uremic  pericarditis  and  two  episodes 
of  GI  bleeding. 

Complications  peculiar  to  dialysis  have  been: 

1.  Gynecomastia,  which  is  similar  to  that  seen 
in  prisoners  of  war  after  refeeding. 

2.  Serum  hepatitis  (4  cases,  1 severe). 

3.  Dysequilibrium  syndrome  peculiar  to  dialy- 
sis caused  by  cerebral  edema.  This  cerebral 
edema  is  produced  by  a rapid  decrease  in 
urea  in  the  plasma  and  a relatively  slow 
equilibration  of  cerebro  spinal  fluid,  urea 
and  plasma  urea  across  the  blood  brain 


barrier.  Symptoms  produced  are  headache, 
vomiting  and  elevated  blood  pressure.  Dys- 
equilibrium syndrome  occurs  usually  when 
patients  have  extremely  high  BUN’s  prior 
to  a dialysis. 

4.  Neuropathy  can  be  reversed,  or  at  least 
stabilized,  in  most  patients  with  adequate 
dialysis.  We  have  had  progression  of  neuro- 
pathy with  seemingly  adequate  dialysis  in 
two  patients,  however.  In  only  one  case  did 
the  neuropathy  result  in  significant  dis- 
ability. 

5.  Complications  of  the  plastic  external  A-V 
shunt  were  probably  the  single  most  troub- 
lesome category.  The  average  life  of  the 
arterial  limb  of  the  A-V  shunt  in  our  series 
was  6.0  months  and  of  the  venous  limb  6.9 
months.  This  is  comparable  to  that  of  re- 
sults reported  by  the  Seattle  home  dialysis 
program.4 5 6 7 

Local  infection  and  clotting  were  the  usual 
causes  of  failure,  but  pseudo  aneurysm  forma- 
tion around  the  tip  of  the  arterial  cannula  occa- 
sionally occurred. 

Disconnection  of  the  plastic  shunts  with  con- 
sequent bleeding  occurred  infrequently,  but  was 
frightening  to  the  patient.  There  was  no  morbid- 
ity or  serious  blood  loss  during  these  episodes. 

Summary 

Maintenance  dialysis  in  the  home  does  rehab- 
ilitate selected,  well-motivated  patients,  with 
chronic  renal  failure. 

Costs  are  still  too  high  for  the  less  affluent 
80-90%  of  the  population  unless  support  is  avail- 
able from  the  community. 

As  medical  treatment  in  catastrophic  illness 
becomes  more  sophisticated,  it  tends  to  become 
more  expensive.  Our  opinion  is  that  these  costs 
must  be  made  community  responsibilities  if  the 
benefits  of  these  medical  advances  are  to  be 
made  available  to  all  persons. 
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WHEN  SHOULD  A CHILD  BE 
EVALUATED  UROLOGICALLY 
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The  variety  of  symptomatology,  ihe  frequency  of  positive  findings,  and 
the  multitude  of  tests  involved  in  reaching  the  diagnosis  and  logical  therapy 
program  should  prove  to  be  of  interest  to  all  physicians  dealing  with  the 
pediatric  patient. 


Introduction 

An  acute  urinary  tract  infection  in  a child  is 
frequently  an  overt  manifestation  of  silent  and 
continuous  disease.  Steele  et  al1  in  a long  term 
followup  of  72  children  with  urinary  tract  in- 
fection, demonstrated  that  7 children  eventually 
succumbed  to  their  disease  with  only  a single 
overt  attack  of  acute  pyelonephritis.  Urinary 
tract  infections,  with  inconspicuous  and  easily 
masked  symptoms,  are  frequently  missed  when 
“insufficient”  complaints  fail  to  guide  the  atten- 
tion of  the  physician  to  the  urinary  tract.2’ 3 
Though  there  is  a vast  and  effective  armamen- 
tarium available  to  the  clinician  for  investigation 
of  urologic  problems,4  (including  excretory  uro- 
graphy, cystourethrography,  cine-cystourethro- 
graphy, physiologic  testing,  urethral  calibration 
with  bougie  a boule,  and  cystoscopic  evaluation 
etc. ) , the  selection  of  patients  that  would  benefit 
from  a urologic  evaluation  is  frequently  difficult. 
The  present  study  analyzes  a group  of  147  pedi- 
atric patients  with  urinary  tract  problems.  An 
attempt  is  made  to  determine  the  patterns  of 
symptoms  and  findings  that  might  guide  the  clin- 
ician in  selecting  pediatric  patients  for  urologic 
investigation. 

Materials  and  Methods 

The  present  study  included  147  children  eval- 
uated on  the  services  of  the  Squier  Urologic  Clin- 
ic and  Babies  Hospital,  New  York.  The  children 
ranged  in  age  between  infancy  and  12  years  at 
the  time  of  their  initial  visit.  No  children  had  had 
urologic  surgery  performed  prior  to  their  evalua- 
tion. Similarly,  patients  wearing  catheters  or 
other  drainage  devices  were  excluded  from  the 
study.  Significant  anatomical  deformities  such 
as  exstrophy  of  the  bladder,  meningomyelocoele 
etc.,  were  also  excluded  from  the  study. 


Evaluations  included  urinalyses  and  urine  cul- 
tures ( catheterized  in  females,  voided  midstream 
in  males);  serum  non-protein  nitrogen;  CBC; 
X-ray  studies  including:  I VP,  cystography  with 
voiding  films  where  possible,  (as  well  as  cine 
studies  where  indicated).  Physiologic  testing  in- 
cluded measurements  of  flow  rates,  bladder  pres- 
sures, etc.  Cystoscopic  evaluation  was  also  per- 
formed. 

Results 

The  nature  of  the  presenting  symptoms  were 
a function  of  the  child’s  age.  In  the  youngest 
children  the  symptoms  were  primarily  systemic 
and  non-specific  for  the  urinary  tract.  In  older 
children,  specific  voiding  symptoms  usually  iden- 
tified a urological  problem. 

In  almost  all  children  with  upper  tract  disease 


SYSTEMIC  VOIDING  LOCALIZING 

SYMPTOMS  SYMPTOMS  SYMPTOMS 

(Fever,  etc.)  (Urgency,  (Flank  pain, 

frequency,  suprapubic 

etc.)  pain,  etc.) 

Fig.  1.  The  predominant  symptoms  of  children  with  re- 
flux were  systemic  (fevers,  etc.).  Voiding  symptoms  oc- 
curred less  frequently,  usually  in  association  with  co- 
existing lower  tract  disease. 
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(Fig.  1)  there  was  a history  of  systemic  symp- 
toms, the  most  common  being  febrile  episodes 
(Fig.  2).  Such  non-specific  febrile  episodes  were 
frequently  diagnosed  as  “flu”  until  the  true 
cause  was  determined.  In  infants  and  toddlers 
upper  urinary  tract  infection  very  frequently 
presented  with  GI  disturbances,  including  nau- 
sea, anorexia,  vomiting  and  diarrhea  accompa- 
nied by  fever.  As  the  children  grew  older  gastro- 
intestinal symptoms  became  less  prominent,  oc- 
curring in  only  29%  of  the  children  between 
3 and  12. 

It  was  surprising  that  voiding  dysfunction  in 
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pEVERS  G.  I.  SYMPTOMS 

Fig.  2.  Recurrent  fevers  were  the  most  common  symptom 
invariably  accompanying  reflux  in  younger  children.  GI 
symptoms  were  extremely  common  in  the  infant  group, 
but  ran  a poor  second  in  the  older  children.  Recurrent 
respiratory  symptoms  were  not  common. 


PRESENTING  SYMPTOMS  OF  CHILDREN  WITH  REFLUX 
CORRELATION  WITH  AGE 
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Fig.  3.  Systemic  symptoms  invariably  accompanied 
reflux  in  younger  children,  whereas,  voiding  symptoms 
were  less  common.  In  older  children,  voiding  symptoms 
and  systemic  symptoms  were  both  very  common. 


young  children  was  inconspicuous  in  the  pres- 
ence of  upper  tract  disease  alone.  Among  tod- 
dlers voiding  symptoms  were  almost  entirely  de- 
nied. In  the  older  children  the  most  common 
voiding  symptoms  included  dysuria  (33%),  fre- 
quency and  enuresis  (23  and  21%).  Localizing 
symptoms  such  as  flank  pain,  suprapubic  pres- 
sure and  abdominal  pain  were  uncommon,  found 
in  about  one  out  of  five  children  (Fig.  1). 

INCIDENCE  OF  HYDRONEPHROSIS  (BY  IVP) 
IN  CHILDREN  WITH  REFLUX 
CORRELATION  WITH  AGE 

IOO 
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Fig.  4.  IVP  findings  of  hydronephrosis  were  commonly 
found  in  association  with  reflux  in  infants.  However,  in 
older  children  with  reflux,  the  incidence  of  IVP  abnor- 
malities decreased.  In  children  between  7 and  12  years, 
one  out  of  two  children  with  reflux  had  normal  IVPs. 

Laboratory  and  X-Ray  Findings 
Urinalysis 

A positive  urinalysis  was  found  in  79%  of  chil- 
dren with  upper  tract  disease,  but,  here  too,  find- 
ings were  minimal.  Sixty-eight  per  cent  had  pyu- 
ria but  the  majority  had  only  3-5  WBC/hpf. 
Albuminuria  was  found  in  44%  but  again  pri- 
marily 1-2-}-.  Bacilluria  was  found  in  42%  and 
hematuria  of  mild  degree  (3-5  RBC/hpf)  were 
found  in  20%.  Interestingly,  21%  of  children  with 
demonstrated  upper  tract  disease  had  a negative 
urinalysis  on  a single  casual  specimen.  In  51 
children  who  had  a positive  urine  culture,  the 
incidence  of  positive  urinalyses  rose  to  86%. 

Urine  Culture 

A single  casual  urine  culture  was  positive  in 
only  44%  of  the  children  with  demonstrated  upper 
tract  disease,  with  the  highest  incidence  (60%) 
occurring  in  the  youngest  age  groups.  The  most 


34 


ARIZONA  MEDICINE 


common  single  infecting  organism  was  E.  Coli 
(40%)  as  compared  to  80%  found  by  Kunin.5 
Aerobacter,  pseudomonas  and  proteus  as  a group 
comprised  35%.  These  ratios  were  consistent  in 
all  age  groups  Microscopic  bacteriuria  on  routine 
urinalysis  was  only  found  in  41%  of  patients  with 
positive  cultures. 

Intravenous  Pyelogram 

The  most  common  pathology  detected  by  IVP 
included  hydronephrosis  ( 30%  of  the  entire 
group)  and  scarring  and  distortion  of  the  fine 
renal  architecture,  occurring  n 10%  of  the 
entire  group.  The  most  common  cause  of  this 
renal  damage  was  reflux  ( 75%  of  36  children  with 
hydronephrosis,  and  92%  of  15  children  with 
pyelonephritic  scarring ) . Only  one-quarter  of  the 
children  studied  had  hydronephrosis  for  other 
reasons,  such  as  uretero-pelvic  junction  obstruc- 
tion, ureteral  strictures,  etc. 

Cystography 

Cystography  was  performed  by  infusing  dilute 
hypaque  into  the  bladder  through  a small  cathe- 
ter under  30  inches  of  water  pressure  until  a 
sense  of  urgency  was  noted.  PA  and  oblique 
films  were  then  obtained.  The  catheter  was  then 
removed  and  voiding  films  obtained.  In  this 
series,  voiding  cystourethrograms  were  perform- 
ed on  107  children  and  reflux  was  found  in  40% 
of  this  group.  Furthermore,  of  the  children  with 
reflux  36%  had  entirely  normal  upper  tracts  by 
intravenous  pyelogram. 

Physiologic  Testing 

The  presence  of  upper  urinary  tract  disease 
did  not  appear  to  effect  the  voiding  flow  rates. 
Children  with  and  without  reflux  voided  at  a 
mean  11.7  mis  per  second  and  12.4  mis  per  sec- 
ond respectively  (78  determinations).  Intraves- 
ical pressures  differed  between  the  two  groups, 
however,  with  lower  pressure  (43.1  millimeters 
of  mercury)  found  in  children  with  reflux  com- 
pared to  54.8  mm  mercury  in  children  without 
reflux. 

Cystoscopy 

Ninety-seven  children  were  cystoscoped.  Trab- 
eculation  of  the  bladder  was  found  in  56%  of 
children  with  reflux,  50%  of  children  with  pyelo- 
nephritic scarring,  and  37%  of  the  children  with 
hydronephrosis.  Trabeculation  was  closely  relat- 
ed to  voiding  symptoms  and  was  considered  an 
index  of  bladder  outlet  obstruction. 

Discussion 

The  criteria  for  embarking  on  a urological 
evaluation  are  quite  variable  and  will  depend  in 


part  upon  the  child’s  age.  One  cannot  limit  uro- 
logical evaluation  only  to  patients  with  voiding 
symptoms.  Voiding  symptoms  reflected  lower 
tract  rather  than  upper  tract  disease.  Forty -four 
patients  with  bladder  trabeculation  and  ivithout 
upper  tract  disease  had  a 91%  incidence  of  void- 
ing symptoms  whereas  when  bladder  trabecula- 
tion was  absent  and  serious  upper  tract  disease 
was  present  the  incidence  of  voiding  symptoms 
fell  to  only  34%  (Fig.  5).  If  urological  evaluation 
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Fig.  5.  Voiding  symptoms  were  not  well  correlated  with 
upper  tract  disease  alone.  On  the  other  hand,  lower  tract 
disease  existed  in  almost  perfect  correlation  with  voiding 
symptoms. 


were  limited  only  to  patients  with  voiding  symp- 
toms, over  one- third  of  the  children  with  reflux 
would  have  been  missed.  In  children  over  five, 
especially,  voiding  symptoms  were  helpful  when 
present.  Conversely,  in  the  toddler  age  group  the 
absence  of  voiding  symptoms  was  virtually  with- 
out significance  as  an  indicator  of  urological 
problems.  The  most  common  symptom  complex 
occurring  in  95%  of  the  toddlers  with  reflux  and 
upper  tract  disease  included  fever,  malaise  and 
frequently  gastrointestinal  disturbance.  In  the 
toddler  age  group  therefore,  a routine  urinalysis 
became  an  essential  part  of  evaluation  of  any 
child  with  fever,  malaise  or  other  non-specific 
symptoms.  Pyuria  or  microscopic  hematuria  of 
more  than  3-5  cells  per  hpf  signalled  the  presence 
of  disease  in  approximately  4 out  of  5 children 
with  reflux.  On  the  other  hand,  14%  of  children 
with  positive  urine  culture  did  have  a negative 
urinalysis.  A strong  index  of  suspicion  of  urinary 
difficulty  should  therefore  not  be  dismissed  be- 
cause of  a single  casual  negative  specimen.  There 
is  some  disagreement  about  the  importance  of 
the  urinalysis  as  a signpost  of  disease6’ 7 but  in 
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our  experience  we  found  it  to  be  very  helpful. 

A positive  urinalysis  is  indication  for  urine 
culture.  Since  a positive  urine  culture  committed 
the  child  to  a diagnosis  of  urinary  tract  infection 
with  its  implication  for  prolonged  care  thereafter, 
a plea  has  been  made  for  the  return  to  the 
catheterized  specimen  in  the  female.* 1 2 3 4 5 6 7 8  This  is  a 
safe  procedure  if  performed  carefully.  The  per- 
ineum was  thoroughly  washed,  and  a well  lubri- 
cated #5  or  #<S  French  polyethylene  premature 
infant  feeding  tube  was  inserted  through  the 
urethra  into  the  bladder  using  sterile  technique. 
In  this  study  antibiotic  solution  was  left  in  the 
bladder  and  Sulfa  was  administered  for  2-3  days 
following  instrumentation.  The  catheterized 
specimen  provided  the  most  credible  evidence 
for  the  diagnosis  of  urinary  infection  with  its 
diagnostic  and  prognostic  sequellae  . "Clean 
catch”  urine  cultures  were  reliable  when  nega- 
tive. Again,  a high  index  of  suspicion  requires 
repeat  urine  cultures. 

Once  urinary  tract  infection  has  been  diag- 
nosed, or  the  patients  voiding  symptoms  are  to 
be  evaluated,  the  first  step  requires  ruling  out 
an  anatomic  abnormality  that  may  have  predis- 
posed to  the  infection  or  the  voiding  symptom. 
Evaluation  at  this  point  is  primarily  radiological. 
Both  a voiding  cystourethrogram  and  IVP  are 
necessary.  To  quote  Dr.  Hendron6  “.  . . getting 
only  an  excretory  urogram  to  screen  a child’s 
urinary  tract  ...  is  often  worse  than  getting  no 
study  at  all,  because  in  some  cases  the  urogram 
may  look  fairly  normal,  reassuring  the  physician 
that  the  urinary  tract  is  all  right  whereas  there 
may  be,  in  fact,  urinary  tract  obstruction  with 
reflux.”  In  our  series  over  one-third  of  the  chil- 
dren with  reflux  had  perfectly  normal  I VPs.  Fur- 
ther evaluation  may  include  physiologic  testing, 
cine  study  and  cystoscopy  with  calibration  of  the 
urethra,  measurements  of  intramural  ureteral 
tunnels,  etc.,  depending  upon  the  pathology  un- 
covered. Since  upper  tract  pathology  frequently 
results  from  lower  tract  abnormalities,  cysto- 
scopic  evaluation  of  the  lower  tract  is  necessary 
in  children  with  reflux,  pyelonephritic  changes, 
etc.  Outflow  obstruction  can  be  corrected  by 
urethral  dilation,  meatotomy  and  other  simple 
procedures.  Often  dramatic  improvement  of  the 
upper  tracts  may  occur  from  minimal  procedures 
on  the  urethra.  Long  term  chemotherapy  is  fre- 
quently necessary  to  disrupt  the  cycle  of  recur- 
rent infections.  Careful  control  of  perineal  hy- 
giene and  vaginitis  is  of  importance.  Occasion- 


ally, simple  and  conservative  procedures  do  not 
work  and  surgery  may  be  necessary. 

Despite  the  “trouble”  of  putting  a child 
through  urologic  evaluation,  the  very  high  inci- 
dence of  recurrent  infection,  i.e.  60%-75%  in  one 
to  two  years,9  requires  early  and  thorough  inves- 
tigation. A high  index  of  suspicion  is  the  physi- 
cian’s best  weapon  against  urological  disease  in 
children.  Methodical  evaluation  will  frequently 
be  rewarded  by  uncovering  correctable  pathol- 


A series  of  147  children  with  urinary  tract 
problems  admitted  to  the  urologic  service  of 
Babies  Hospital  were  studied  in  order  to  deter- 
mine symptom  complexes  most  suggestive  of 
urologic  disease.  Voiding  symptoms  were  re- 
liable indicators  of  urological  problems  in  older 
children  (over  5);  in  young  children  urologic 
disease  presented  most  commonly  as  a vague 
non-specific  symptom  complex  easily  diagnosed 
as  “flu.”  Especially  in  the  toddlers,  voiding  symp- 
toms were  routinely  absent.  A plea  was  made  for 
routine  examination  of  urine  in  children  with 
such  vague  febrile  episodes.  Once  the  decision  to 
undertake  urological  investigation  was  made, 
both  voiding  cystourethrography  and  excretory 
urography,  used  conjointly,  offered  an  effective 
evaluation  of  the  urinary  tract.  Cystoscopy  was 
advisable  when  upper  tract  pathology  was  dem- 
onstrated, or  when  symptoms  and  findings  focus- 
ed on  the  lower  tract.  A high  index  of  suspicion 
and  close  followup  were  essential  for  uncovering 
pathology  presenting  with  subtle  signs. 
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THEORIES  AND  KNOWN  OBSERVATIONS  ABOUT 
HORMONAL  TREATMENT  OF  ENDOMETRIOSIS-IN-SITU, 
AND  ENDOMETRIOSIS  AT  THE  ENZYME  LEVEL 
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This  paper  reviews  clinical  observations  noted  under  various  regimens  and 
correlates  them  to  the  cellular  physiology  of  the  endometrium. 


Successful  therapy  of  endometriosis  with  in- 
creasing and  prolonged  stibestrol  or  estrogen- 
progestogen  therapy  has  been  reported  more 
frequently,  since  the  activity  of  Dr.  Robert  Kist- 
ner.  He  has  been  the  driving  force  behind  the 
medical  treatment  for  endometriosis  over  the 
past  5 to  8 years.  It  used  to  be  that  most  endo- 
metriosis were  not  diagnosed  as  such  but  were 
treated  because  of  certain  signs  and  symptoms. 
The  diagnosis  was  only  fairly  apparent,  or  the 
maintenance  of  fertility  was  desired,  or  the 
symptoms  were  not  severe,  and  the  lesions  did 
not  fill  the  entire  pelvis.  The  failure  of  general 
acceptance  of  these  therapeutic  medications 


were  due  to  the  fact  that  most  of  these  cases 
were  not  definitely  diagnosed  before  therapy,  the 
subjective  evaluation  of  results,  the  failure  to 
cause  the  experimental  endometriosis  to  undergo 
atrophy  in  the  monkey,  the  possible  toxicity  of 
stilbestrol  and/or  the  estrogen-progestogens,  the 
possible  effects  on  the  end  organs  as  well  as  all 
of  the  other  organs  by  these  unnatural,  potent, 
hormonal  chemicals.  Today  from  the  extensive 
research  on  endometriosis  in  our  clinics  over  the 
past  35  years  and  elsewhere,  plus  the  use  of 
culdoscope  or  a laparotomy  to  make  a definite 
diagnosis  before,  during  and  after  stilbestrol  plus 
the  malt  capsules,  this  has  placed  the  therapy 
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treatment  of  endometriosis  in  the  correct  position 
which  it  should  be.7' 8 

On  the  positive  side  the  histological  demon- 
stration of  eventual  uterine  endometrial  necrosis 
and  atrophy  after  10  to  12  weeks  of  therapy 
provides  a plausible  morphologic  basis  of  thera- 
py. The  gross  visual  observation  of  eight  incision- 
al, eight  vaginal  and  five  umbilical  endometri- 
osis during  stilbestrol  plus  malt  therapy,  which 
disappeared  and  which  has  not  recurred  over  the 
past  5 to  25  years  also  provides  more  plausible 
morphologic  basis  of  stilbestrol  plus  malt  thera- 
py. Biopsies  of  these  lesions  during  and  after 
therapy  showed  complete  atrophy  of  the  endo- 
metriosis. Why  the  endometrium  cannot  main- 
tain hyperplasia  and  decidual  reaction  induced 
by  the  synthetic  estrogen-progestons  combina- 
tion has  been  said  to  be  one  of  the  mysteries  of 
endocrine  gynecology.1  However  the  work  of 
Villee,  Mueller  and  others2' 3 have  shown  us  why 
stilbestrol  plus  the  malt  do  cause  these  lesions 
to  undergo  atrophy,  as  well  as  when  estriol  or 
estradiol-alpha  are  given. 

Estradiol-beta  ( the  natural  estrogen,  estradiol ) 
has  been  shown  to  accumulate  in  the  nucleic 
acids  in  the  various  female  end  organs.  Mueller 
has  shown  that  the  increase  in  RNA  and  DNA 
has  resulted  in  an  increase  in  protein  synthesis. 
Estradiol-beta  has  been  shown  to  function  as  a 
co-factor  in  specific  enzyme  systems  involving 
the  transfer  of  hydrogen  ions  and  electrons,  spe- 
cifically, diphosphopyridine  and  triphosphopyri- 
dine  nucleotide  transhydrogenase.  It  has  been 
shown  that  estradiol-beta  (the  estradiol  on  the 
market ) stimulates  oxidative  metabolism  in  endo- 
metrial cells,  glucolysis,  and  in  the  citric  acid 
cycle.  There  are  still  several  more  enzymes  which 
estradiol  synthesizes,  activates  or  stimulates 
which  have  as  yet  not  been  identified.  The  exact 
manner  in  which  estradiol  select  the  uterus,  endo- 
metrium, and  other  special  end  organs  and  acti- 
vates intracellular  biosynthesic  patterns  is  not 
known  but  there  is  a great  deal  of  work  being 
done  at  present  along  these  lines.  In  our  own 
department,  we  are  doing  similar  studies.  Since 
estradiol  localizes  and  concentrates  in  such  spe- 
cific organs,  suggest  that  there  are  specific  “re- 
ceptor” substances,  or  chemical  molecules  in  the 
target  cells  which  are  capable  of  recognizing  a 
specific  hormone  as  estradiol  and  no  others.  It  is 
believed  that  there  are  two  distinct  properties  of 
estradiol:  an  ability  to  combine  with  and  then 
activate  the  isocitric  dehydrogenase  and  glucose- 


6-phosphatase  enzymes.  In  recent  research  it  has 
been  found  that  80  percent  of  the  administered 
estradiol  is  bound  to  the  nuclear  fraction.  Twen- 
ty percent  is  found  in  the  supernatant  and  in  this 
fraction  the  hormone  is  bound  in  larger  part  to 
a macromolecule,  which,  at  least  in  part,  consists 
of  protein  and  has  the  properties  of  a specific 
receptor  for  estradiol.  This  part  has  a high  affini- 
ty and  specificity  for  the  estrogenic  molecules.4 

A summary  of  the  activity  of  the  changes  in 
the  cell  of  the  female  organs  when  estradiol  is 
given:  The  amino  acids  which  are  produced  from 
the  food  we  eat  plus  the  amino  acids  produced 
within  the  cell  are  mixed  together  in  the  extra- 
cellular fluids.  The  amino  acid-activating  en- 
zyme, aminoacyl  transfer  ribonucleic  acid  syn- 
thetase (RNA)  combines  with  adenosinetriphos- 
phate  ( ATP ) and  the  correct  amino  acid  to  form 
enzyme-aminoacyl  adenylate,  a complex  and  in- 
organic pyophosphate.  This  complex  reacts  with 
the  transfer  ribonucleic  acid  (TRNA),  producing 
aminoacryl  TRNA,  releasing  the  activating  en- 
zyme and  adenosine  5’monophosphate.  Other 
formed  aminocyl-TRNA  polymerize  to  form  spec- 
ial proteins  within  the  uterine  cells,  vaginal 
cells,  etc.  When  the  specific  and  complete  pro- 
tein is  completed,  the  special  protein  is  released 
from  the  microsome-bound  form  into  the  cell’s 
cytoplasm.  The  enzyme  site  or  sites  where  estro- 
gen stimulates  protein  synthesis  are  being  stud- 
ied. The  macromolecular  synthesis  of  many  sub- 
stances in  the  cells  of  female  organs  are  especial- 
ly sensitive  to  estradiol-beta,  the  natural  follicular 
estrogen.  Note:  Estradio -alpha  is  an  antiestrogen 
or  block  the  actions  of  estradiol-beta.  The  anti- 
estrogens are  believed  to  attach  themselves  to 
the  active  site  on  the  enzyme  so  that  the  natural 
estrogen,  estradiol-beta  cannot  activate  or  create 
new  enzymes  or  can  synthesize  other  estrogen- 
sensitive  enzymes.  The  latter  has  been  observed 
in  our  study  of  estrogens  and  the  ideal  non-toxic 
antiestrogen,  namely,  stilbestrol,  for  over  35 
years  in  over  5,000  patients  with  fibromyomas. 
When  estradiol-beta  (the  natural  estrogen)  and 
the  newer  progestogens  were  given,  there  was  a 
marked  and  rapid  growth  of  these  tumors  but 
when  stilbestrol  was  administered,  even  up  to 
350,000  milligrams  in  twelve  months,  the  fibroids 
did  not  grow.  At  all  dose  levels  of  stilbestrol 
above  2 milligrams  daily,  resulted  in  a decrease 
in  size  of  these  tumors. 

One  of  the  first  known  reactions  to  the  estro- 
gen is  water  accumulation.  This  has  been  ob- 
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served  thirty  minutes  after  estrogen  is  given. 
Phosphous  and  potassium  ions  are  increased,  as 
well  as  serum  albumin,  oxygen,  urea,  sucrose, 
sodium  chloride,  glucose,  sucrose,  and  lactate. 
This  is  believed  to  be  due  to  increased  capillary 
permeability  and  hyperemia  caused  by  the  re- 
lease of  histamine.  There  is  an  accumulation  of 
the  essential  amino  acids,  such  as  L-lysine,  L- 
histidine,  L-phenylalanine,  L-isoleucine,  L- 
Methionine,  L-valine,  L-threonine,  L-leucine, 
L-tytrsine,  and  all  substance  for  growth  of  fe- 
male tissues. 

One  can  see  these  changes  in  a senile  vagina 
when  estrogen  is  given.  The  round  basal  cell 
becomes  a large  squamous  cell  containing  all  the 
essential  substances  essential  for  the  growth  and 
division  of  the  cell  or  life  itself. 

Several  substances  which  have  been  studied  by 
Villee2  have  been  shown  to  be  inhibitor  in  vitro 
of  estradiol-beta  (the  natural  active  estrogen). 
These  are  estradiol-alpha,  stilbestrol  and  estriol. 
In  our  clinic  we  have  experiments  to  show  that 
apparently  stilbestrol  combines  with  estradiol  to 
produce  another  estrogen  after  these  make  con- 
tact within  the  woman's  blood  stream,  liver  or 
at  the  target  organs  elsewhere.  This  newly 
formed  estrogen  is  many  times  more  active  than 
the  estradiol  or  stilbestrol  alone,  because  when 
they  are  given  together,  uterine  bleeding  is 
stopped  by  several  hours  earlier  than  if  they  are 
given  alone.  Stilbestrol  plus  estradiol  can  be 
heated  together  in  a partial  vacuum  and  then 
if  this  mixture  is  rubbed  onto  the  skin,  they  will 
stop  the  uterine  bleeding  within  a few  hours. 
When  they  are  administered  alone,  they  produce 
a vaginal  pH  of  5.2  but  when  they  are  given 
together  they  produce  a vaginal  pH  of  3.5  to  3.8. 
This  indicates  an  increase  in  glycogen  metabol- 
ism within  the  vaginal  cells.  The  entire  vaginal 
wall  becomes  thicker  by  increase  in  the  number 
of  cells. 

To  further  study  the  effect  of  the  various 
estrogens,  progestogens,  and  stilbestrol  on  gross 
visual  endometriosis,  patients  with  endometri- 
osis in  the  incision,  vagina,  and  umbilicus  were 
given  these  three  hormones.  Here  we  can  see 
and  record  the  gross  changes  before,  during  and 
after  therapy.  Normal  endometrial  tissue  from 
the  patient  with  incisional  endometriosis  was 
implanted  near  this  lesion.  Then  these  three 
hormones  were  given  and  the  results  recorded. 

With  such  facts  before  us,  one  can  observe 
the  pharmacologic  effects  of  these  three  medica- 


tions on  the  endometrium  within  the  uterus,  on 
endometriosis  and  on  endometriosis-in-situ,  a 
newly  and  important  endometriosis  which  is  now 
being  observed  in  young  girls  with  dysemenor- 
rhea.  The  effects  of  these  three  on  the  patient’s 
own  endometrium  placed  near  the  endometriosis 
growth  which  grew  there  spontaneously  was  also 
observed.  All  three  hormones  listed  above  in- 
hibit the  FSH  completely  but  stilbestrol  inhibits 
the  LH  hormone  also.  They  all  stimulate  endo- 
metrial tissue  within  the  uterine  cavity  but  only 
stilhestrol  inhibits  the  endometriosis  growth  due 
to  its  unique  and.  specific  property  of  inhibiting 
the  isocitric  dehydrogenase  and  glucose-6-phos- 
phatase  and  other  enzymes  within  the  endometri- 
osis. All  three  increase  the  histamine  in  the  endo- 
metrium and  with  this  increase  there  is  a hyper- 
plasia of  the  endometrium.  Stilbestrol  is  the  only 
one  of  the  three  which  does  not  increase  acetyl- 
choline in  the  endometrium.  Estradiol  mildly  de- 
creases the  size  of  the  ovaries  while  stilbestrol 
causes,  within  a few  days,  a marked  but  tempo- 
rary atrophy  of  these  structures,  while  it  has 
been  reported  and  observed  in  our  clinic  that  the 
progestogens  do  not  decrease,  if  so  very  little 
the  size  of  the  ovaries.5, 6 Stilbestrol  inhibits  the 
production  of  estradiol-beta  within  the  ovaries 
as  well  as  stopping  all  enzyme  activity  of  the 
ovaries.  The  lack  of  estradiol  leads  to  a failure 
of  the  oxidative  metabolism  within  the  endome- 
triosis. If  there  is  any  estradiol-beta  produced,  it 
may  be  combined  with  stilbestrol  to  form  a new 
estrogen  which  has  never  been  observed  in  the 
human  before.  It  may  be  the  inhibition  of  the 
stimulatory  properties  of  estradiol-beta  on  endo- 
metriosis which  leads  to  endometriosis  atrophy, 
or  the  newly  formed  estrogen. 

With  the  use  of  the  newer  progestogens,  there 
is  at  first  a marked  swelling  produced,  so  much 
so  that  many  patients  have  complained  of  an 
increase  in  their  pain  in  the  endometriosis  sites, 
especially  so,  if  the  progestogen  was  given  just 
two  days  before  the  menstrual  flow.  The  endo- 
metrium became  pseudo-decidual  as  well  as  the 
lesions  in  endometriosis,  but  as  far  as  we  have 
been  able  to  determine  there  has  been  no  atro- 
phy. The  theory  that  endometriosis  undergo  at- 
rophy on  the  progestogens  has  not  been  seen  so 
far  substantiated.  The  action  of  these  three 
antiestrogens  presented  here  tends  to  show  that 
the  progestogens  are  of  no  value  for  endometri- 
osis, because  there  is  no  inhibition  of  the  gluo- 
cose-6-phosphatase  and  isocitric  dehydrogenase 
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enzymes,  as  has  been  shown  with  stilbestrol, 
estriol  and  estradiol-alpha.  In  our  clinics  it  has 
further  been  shown  that  the  progestogens  are  not 
inhibitors  but  stimulators  of  the  above  two  en- 
zymes as  shown  by  given  known  fibroid  cases 
both  stilbestrol  and  progestogens.  With  the  pro- 
gestogens the  fibroids  grew  rapidly  and  enlarged 
while  the  control  patients  receiving  stilbestrol, 
the  fibroids  did  not  grow  but  did  decrease  in 
size  according  to  the  dose  of  stilbestrol.  The 
larger  the  dose  of  stilbestrol,  the  larger  the  num- 
ber of  isocitric  dehydrogenase  enzyme  are  inhib- 
ited; therefore,  the  reason  for  large  doses  in  cases 
with  fibroids,  to  cause  them  to  undergo  atrophy, 
so  that  surgery  will  not  be  necessary,  except  in 
a few  cases.  Enzymological,  it  has  been  found 
that  stilbestrol  blocks  81  percent  of  the  isocitric 
dehydrogenase  enzymes,  it  being  next  to  the 
highest  in  the  list  tested.4  It  has  been  shown  that 
the  progestogens  stimulates  glycogen  metabolism 
within  the  vaginal  cells  while  stilbestrol  inhibited 
glycogen  metabolism. 

Over  the  years  in  doing  a large  series  of  pre- 
sacral  neuroectomies  in  young  girls  with  severe 
dysmenorrhea,  it  was  observed  that  endometri- 
osis began  as  endometriosis-in-situ,  just  as  carei- 
noma-in-situ.  These  were  at  first  just  a water 
blister-like  lesion,  then  this  area  turned  red  and 
then  later  it  began  to  bleed.  When  hemorrhage 
occurs  into  these  lesions,  then  scar  tissue  results. 
In  some  cases  the  entire  stages  of  endometriosis 
could  be  seen  on  one  uterus;  the  blister,  the  red 
and  finally  the  beginning  hemorrhage.  In  those 
girls  who  were  not  treated  with  stilbestrol  plus 
malt,  it  required  from  4 to  10  years  for  these 
endometriosis-in-situ  growths  to  become  full 
blown  endometriosis  with  scar  tissue  formation 
and  the  blue  dome  cysts.  In  these  early  cases  of 
endometriosis,  stilbestrol  plus  malt  caused  a rap- 
id and  complete  atrophy  because  of  the  absence 
of  the  fibrous  tissue  which  appears  to  have  pre- 
vented the  entrance  of  these  medications  deep 
into  the  endometriosis.  This  is  apparently  so, 
because  in  the  incisional  endometriosis  on  stil- 
bestrol plus  the  malt  capsules,  the  superficial 
endometriosis  disappeared  more  rapid  than  deep 
in  the  nodules.  It  might  be  that  the  stilbestrol 
plus  the  malt  could  not  enter  deep  into  these 
nodules  to  inhibit  the  isocitric  dehydrogenase 
and  the  glucose-6-phosphatase  enzymes.  It  was 
observed  that  there  was  a marked  swelling  of 
these  nodules  with  decidual  formation  but  no 
atrophy  on  those  patients  who  had  an  incisional 


endometriosis  and  placed  on  the  newer  progesto- 
gens. One  might  assume  that  the  progestogens  do 
not  block  the  action  of  the  isocitric  dehydrogen- 
ase and  glucose-6-phosphatase  enzymes,  like  stil- 
bestrol plus  the  malt  capsules  do,  but  may  even 
have  a stimulatory  action  on  endometriosis,  since 
these  and  many  more  enzymes  within  the  cells 
of  endometriosis  are  stimulated. 

The  essence  of  the  hypothesis  is  that  the  ideal 
therapy  of  endometriosis  requires  the  production 
of  endometriosis  atrophy  without  producing  toxic 
and  serious  side  reactions  like  the  progestogens 
and  especially  free  of  producing  coronary,  pul- 
monary and  cerebral  vascular  accidents.  Stilbes- 
trol plus  the  malt  capsules  has  produced  no  vas- 
cular accidents  over  the  past  32  years  even  when 
350,000  milligrams  were  given  in  12  months. 
Stilbestrol  plus  the  malt  capsules  have  been 
given  to  more  than  50,000  patients.  It  is  one  of 
the  most  non-toxic  of  all  medications.  Theoretic- 
ally, the  production  of  endometriosis  atrophy 
might  be  attained  by:  (1)  blockage  of  the  FSH 
releasing  factor  at  the  hypothalamus  level,  (2) 
blockage  of  the  FSH  at  the  pituitary  level,  (3) 
blockage  of  estradiol  synthesis  from  cholesterol 
by  enzymes  at  the  ovaran  level,  (4)  blockage  of 
histamine  production  due  to  the  effect  of  estra- 
diol on  uterine  vascularity  in  the  myometrium, 
endometrium  and  in  endometriosis,  ( 5 ) blockage 
of  estradiol  oxidative  metabolism  in  the  endo- 
metriosis, ( 6 ) blockage  of  the  isocitric  dehydro- 
genase, glucose-6-phosphate  enzyme  and  other 
enzymes  which  are  stimulated  by  estradiol.  The 
first  and  the  second  are  important  in  that  the 
inhibition  of  FSH  of  the  pituitary  or  FSH  re- 
leasing factor  of  the  hypothalamus  causes  a 
marked  atrophy  of  the  ovaries,  the  most  common 
site  of  endometriosis  and  the  endometriosis 
which  undergoes  atrophy  the  quickest.  When 
stilbestrol  is  being  taken,  the  most  marked  atro- 
phic ovaries  ever  seen  were  observed  at  laparot- 
omy or  through  a culdoscope.  This  occurred  in 
21  to  42  days.  Within  seven  days  after  stilbestrol 
plus  the  malt  capsules  are  given,  all  of  the  folli- 
cles within  and  on  the  ovaries  begin  to  collapse. 
Within  fourteen  days  the  follicles  are  already 
one-half  collapsed  and  within  twenty-eight  days 
the  walls  have  already  crumbled  into  the  follic- 
ular cavity.  This  indicates  that  the  follicular  fluid 
is  rapidly  absorbed  out  of  the  follicles,  even  the 
largest  of  the  follicles  rapidly  loses  their  fluid 
content.  On  the  other  hand  when  the  newer  pro- 
gestogens are  given,  the  opposite  occurs.  All 
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follicles  are  increased  in  size  due  to  the  produc- 
tion of  follicular-fluid,  so  they  swell,  producing 
pains  and  at  times  even  rupture  with  an  emer- 
gency operation  to  be  performed  if  there  hap- 
pens to  be  a hemorrhagic  endometrioma  present 
in  the  ovary.  When  stilbestrol  plus  malt  were 
given,  the  blood  supply  inside  these  ovaries  was 
completely  shut  off  and  the  ovaries  survived 
through  lymph  diffusion.  Cholesterol  synthesis 
to  estradiol  in  the  ovaries  is  completely  stopped, 
so  there  is  no  estradiol  to  stimulate  the  endo- 
metriosis. There  is  complete  inhibition  of  LH 
and  estrogen  formation  so  no  progesterone  is 
present.  Endometriosis  is  estradiol-progesterone 
dependent  so  neither  are  present  to  stimulate 
endometriosis.  All  of  these  ovaries  return  to  their 
normal  function  when  the  stilbestrol  was  discon- 
tinued and  in  no  case  over  the  past  32  years 
have  we  had  a one-to-four  year  amenorrhea  like 
we  are  seeing  with  the  newer  progestogens.  We 
have  seen  very  few  side  reactions  with  stilbestrol 
as  compared  to  the  many  when  the  progestogens 
were  given.  Endometriosis  has  been  observed  to 
undergo  atrophy  quicker  in  and  on  the  ovaries 
than  in  any  other  location.  The  5th,  6th,  and  7th 
hypothesis  listed  above  appears  to  be  important 
when  stilbestrol  plus  the  malt  capsules  are  given 
for  endometriosis.  By  inhibiting  these  enzyme 
systems  which  are  closely  related  to  the  Kreb’s 
cycle,  the  endometriosis  may  undergo  atrophy 
when  stilbestrol  plus  the  malt  are  given.  We  now 
have  a more  scientific  as  well  as  clinical  proof 
that  stilbestrol  plus  the  malt  does  cause  atrophy 
of  endometriosis  for  at  least  5 to  8 years.  So  far, 
we  have  been  unable  to  find  at  the  enzyme  level 
a scientific  reason  why  the  newer  progestogens 
cause  decidual  atrophy,  nor  have  we  seen 
atrophy  of  endometriosis  when  they  were  given 
to  endometriosis  cases.  There  has  been  a decid- 
ual reaction  and  a very  small  amount  of  atrophy 
of  this  tissue  but  no  atrophy  of  the  endometri- 
osis. 

Objections  to  this  concept  are  many;  especially 
so  because  true  endometrial  tissue  from  the  lin- 
ing of  a uterus  were  made  to  spill  into  the 
abdominal  cavity  of  monkeys  and  this  did  not 
undergo  atrophy  under  stilbestrol  or  the  newer 
progestogen  therapy.  All  this  proved  to  this  in- 
vestigator of  endometriosis  over  the  past  35  years, 
is  that  these  medications  do  not  cause  normal 
endometrial  tissue  to  undergo  atrophy.  To  show 
that  this  experiment  on  the  monkey  did  not 
demonstrate  the  true  picture  of  the  treatment  of 


endometriosis  with  stilbestrol  plus  the  malt, 
three  incisional  endometriosis  were  used.  These 
women  came  to  the  clinic  with  these  lesions 
which  bled  each  month  when  they  menstruated. 
In  two,  their  endometrium  from  their  endometrial 
cavity  was  placed  beside  the  true  endometriosis 
and  in  the  other  case  the  endometrial  tissue  from 
her  endometrial  cavity  was  implanted  on  her 
labia.  When  stilbestrol  plus  malt  was  given,  the 
endometriosis  disappeared  but  the  true  endo- 
metrial tissues  from  the  endometrial  cavity  be- 
came larger  and  larger.  This  experiment  might 
repudiate  the  monkey  research  because  that 
might  not  be  true  endometriosis  but  real  normal 
endometrial  tissue  that  was  studied  in  the  mon- 
keys. This  work  might  show  that  in  many  cases 
endometriosis  is  due  to  a celomic  metaplasia  and 
not  to  the  spill  theory  so  well  presented  by 
Sampson. 

The  presence  of  estriol  during  pregnancy  in 
large  amounts  may  explain  the  action  of  preg- 
nancy on  endometriosis  because  along  with  stil- 
bestrol, estriol  is  also  an  efficient  inhibitor  of 
isocitric  dehydrogenase  and  glucose-6-phospha- 
tase  enzyme  and  other  enzymes,  but  not  as 
efficient  as  stilbestrol  plus  the  malt.  During  preg- 
nancy the  decidua  vera  undergo  atrophy  so  this 
lining  or  tissue  may  be  closely  related  to  endo- 
metriosis or  its  enzymes  are  inhibited  by  the 
estriol,  just  as  stilbestrol  plus  malt  inhibits  these 
enzymes.  We  will  have  to  wait  until  more  ex- 
periments on  these  enzymes,  which  are  stimulat- 
ed by  the  estrogens  and  those  which  are  inhibited 
by  stilbesterol  plus  the  malt,  before  we  will  know 
definitely  what  takes  place  within  the  cell.  The 
last  article  presenting  this  data  was  in  1961  or 
seven  years  ago.* 1 2 3 4 5 6 7 8  Maybe  within  the  next  seven 
years,  we  will  have  the  complete  picture  how 
stibestrol,  estriol  and  estradiol-alpha  inhibits  the 
endometrial-like  tissue  called  endometriosis.1  Our 
own  laboratories  are  now  studying  these  enzyme 
stimulators  and  inhibitors  as  well  as  many  other 
laboratories  all  over  America.  How  these  hor- 
mones bring  about  these  changes  at  the  enzyme 
level  will  be  discovered  and  published  within 
the  near  future. 
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JANUARY,  1969 


ARTHUR  V.  DUDLEY,  JR.,  M.D. 
PRESIDENT 


I had  the  pleasure  today  (12/7/68),  as  a 
member  of  your  Executive  Committee,  to  meet 
with  the  Executive  Committee  and  key  Commit- 
tee Chairmen  of  the  Arizona  State  Dental  Asso- 
ciation. The  purpose  of  the  meeting  was  to 
discuss  the  common  problems  facing  Medicine 
and  Dentistry  in  Arizona.  Our  common  concern 
was  the  betterment  of  health  care  for  1.5  million 
citizens  of  our  state.  While  our  approach  is,  of 
necessity  and  training,  aimed  at  different  parts 
of  the  anatomy  of  the  patient,  our  common  goal 
was  the  same  — better  health  care  for  all.  This 
was  the  first  meeting  and,  I hope,  will  be  the 
beginning  of  a lasting  liaison  between  our  two 
Professions. 

The  above  is  but  one  example  of  ArMA’s  ef- 
forts to  represent  you.  Active  liaison  has  been 
established  with  the  Arizona  State  Nurses’  Asso- 
ciation, Arizona  Hospital  Association,  and  others 
in  the  Health  Professions.  Through  this  active 
participation  with  our  co-workers  we  are  at- 
tempting to  preserve  Medicine  as  we  know  it 
today,  for  those  untold  thousands  of  Doctors 
to  follow  us. 

Shortly,  new  committee  assignments  will  be 
made.  If  you  are  invited  to  be  a committee 
member,  I hope  you  will  give  it  serious  consid- 
eration, accept  and  apply  yourself  diligently. 


President's  Page 
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DEPARTMENT  OF  SURGERY 


Among  the  rapily  changing  academic  discip- 
lines, none  is  changing  more  swiftly  than  sur- 
gery. No  longer  is  the  surgeon  concerned  pri- 
marily with  the  operating  experience.  Instead, 
surgery  has  been  moving  rapidly  into  the  broader 
field  of  biology.  So  technical  and  complex  are 
current  surgical  advances  that  contemporary 
physicians  have  all  but  abandoned  the  inclusion 
of  surgery  in  their  armamentarium.  Even  the 
recently  proposed  training  programs  leading  to 
certification  of  family  physicians  omit  all  sur- 
gery from  the  rotational  schedule  beyond  that 
necessary  for  understanding  emergency  situa- 
tions. 

In  medical  schools,  this  change  tends  to  move 
more  and  more  of  the  surgical  experience  into 
the  graduate  years.  Surgical  technique  and 
therapy  are  shifting  into  residency  programs, 
while  the  undergraduate  years  focus  on  the  un- 
derstanding of  trauma,  stress,  shock,  fluids  and 
electrolytes,  burns,  etc.  We  might  say  that  the 
undergraduate  student  is  learning  the  surgical 
“approach  and  understanding”  rather  than  sur- 
gical “therapy.” 

A new  medical  school  has  a unique  oppor- 
tunity to  reassess  the  position  of  surgery  and 
determine  precisely  how  best  to  fit  it  into  the 
school  environment.  Certainly  contemporary 
American  experience  indicates  that  surgical 
training  programs  have  produced  a large  number 
of  well-trained  surgeons.  Admittedly,  the  distri- 
bution of  these  men  leaves  something  to  be 
desired,  but  the  opportunity  for  access  to  the 
very  best  in  surgical  therapy  has  never  been 
better.  In  Arizona,  there  are  many  superbly 
trained  surgeons.  Consequently,  one  need  not 
duplicate,  in  the  medical  school,  the  competence 
that  already  exists  in  surgical  practice.  Further- 
more, since  the  first  graduate  of  our  medical 
school  will  not  begin  his  practice  until  approx- 
imately 1977,  our  concern  must  be  with  the 
surgery  of  the  future,  rather  than  with  con- 
temporary surgery.  Since  we  believe  that  this 
future  lies  in  the  broad  field  of  biology,  we 
sought  leadership  in  establishing  our  Depart- 
ment of  Surgery  from  someone  with  an  interna- 
tional reputation  in  the  field  of  surgical  biology. 


We  have  found  just  the  right  person. 

Dr.  Erie  E.  Peacock,  Jr.  was  born  in  Durham, 
North  Carolina.  Following  his  premedical  stud- 
ies at  the  University  of  North  Carolina,  he  re- 
ceived his  M.D.  degree  from  Harvard.  He  took 
his  internship  and  a portion  of  his  residency  at 
Roosevelt  Hospital  in  New  York  City,  after 
which  he  served  as  Chief  of  the  Division  of  Hand 
Surgery  at  the  Valley  Forge  Army  Hospital  in 
Phoenixville,  Pennsylvania.  He  completed  his 
residency  in  surgery  at  the  University  of  North 
Carolina  in  Chapel  Hill  and  an  additional  year 
of  training  in  plastic  surgery  at  Barnes  Hospital 
in  St.  Louis.  Subsequently,  he  became  a Diplo- 
mate  of  both  the  American  Board  of  Surgery 
and  the  American  Board  of  Plastic  Surgery. 

Dr.  Peacock  began  his  academic  career  as 
instructor  in  surgery  at  the  University  of  North 
Carolina  School  of  Medicine.  He  rose  through 
the  ranks  to  become  full  Professor  of  Surgical 
Biology  and  is  Director  of  the  Emergency  Serv- 
ice and  the  Hand  Rehabilitation  Center  at  that 
institution. 

Dr.  Peacock  is  a member  of  the  Surgery  Study 
Section  of  the  National  Institutes  of  Health  and 
of  the  Committee  on  Pre  and  Post-operative 
care  of  the  American  College  of  Surgeons,  as 
well  as  the  Surgical  Forum  Committee.  He  is  a 
member  of  the  Society  of  University  Surgeons, 
and  was  Treasurer  of  that  organization  in  1968. 
He  is  also  a member  of  the  American  Surgical 
Association,  the  Southern  Surgical  Association, 
the  Transplantation  Society,  the  Halsted  Society, 
the  Society  of  Experimental  Biology  in  Med- 
icine, the  Plastic  Surgery  Research  Council,  the 
American  Society  of  Plastic  and  Reconstructive 
Surgery,  the  Head  and  Neck  Society  and  the 
American  Society  for  Surgeiy  of  the  Hand. 

Dr.  Peacock  is  the  author  of  approximately 
90  papers,  most  of  which  relate  to  the  study  of 
collagen  and  scar  tissue,  a field  in  which  he  has 
now  achieved  international  stature.  Dr.  Peacock 
is  married  and  has  three  children.  He  and  his 
family  will  be  moving  to  Tucson  next  month. 
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THE  NEW  MORALITY: 
CAN  WE  LIVE  WITH  IT? 


William  B.  McGrath,  M.D. 


The  old  morality  was  carved  in  stone.  Con- 
science was  not  a still,  small  voice;  it  was  the 
shrieking  wind  of  fear.  The  old  morality  was 
legalistic,  dogmatic,  categorical.  Certain  acts 
were  inherently  right  or  wrong.  The  end  did  not 
justify  the  means. 

The  new  morality  asserts  the  contrary.  An  act 
by  itself  is  morally  neutral.  Intent  is  the  deter- 
mining factor.  An  act  can  be  judged  only  in  the 
context  of  the  particular  situation:  the  motives, 
the  anticipated  consequences,  and  whether  the 
act  is  an  end  or  a means  to  an  end.  And  in  the 
new  morality  the  end  does  justify  the  means  — 
if  the  end  is  a loving  concern  for  others.  (An  act 
of  prostitution  is  “right”  if  the  money  is  neces- 
sary to  buy  food  for  a child.) 

According  to  this  system  of  ethics,  no  two- 
dimensional  rule  or  definition  can  be  written 
which  will  cover  the  myriad  contingencies  of 
everyday  life.  Personal  conscience  has  to  deter- 
mine the  quality  of  every  act  as  a free  and 
immediate  choice.  The  individual,  presumably 
motivated  by  love,  must  exert  all  of  the  freedom 
and  all  of  the  responsibility  for  his  decisions. 
There  is  no  code-book  to  which  he  can  refer. 

The  differences  between  the  old  and  the  new 
schools  of  ethics  are  not  semantic,  do  not  dis- 
appear when  we  look  closely  at  the  definitions 
and  tautologies. 

For  the  new  morality  there  are  some  appeal- 
ing and  convincing  arguments.  It  is  true,  as  far 
it  goes,  and  in  some  ways  it  is  rather  humanistic 
and  ideal.  But  can  we  live  with  it? 

The  conservative  finds  it  a bit  precious.  He 
questions  whether  it  is  either  new  or  morality. 
He  is  certainly  not  ready  to  discard  the  codified 
wisdom  of  several  thousand  years  of  human 
experience. 

The  conservative  will  remember,  for  a small 
example,  the  libertinism  of  the  Netherlands  and 
France  of  the  sixteenth  centuiy  when  there  was 
to  be  no  distinction  between  good  and  evil.  He 
will  recall  the  exaggerated  but  dissipating  zeal 
of  innumerable  sects  of  free-thinkers  in  the  past. 

Secondly,  the  conservative  finds  little  evi- 
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dence  for  the  basic  premise  of  the  new  morality 
— that  men  are  really  or  safely  motivated  by 
love.  Tell  that  to  Attila  and  to  Hitler  or  to  all 
the  immature  and  egocentric  and  sometimes 
vicious  people  on  our  streets.  Ideas  of  abstract, 
universal  love  are  sweet  but  invalid  and  very 
vulnerable. 

Third;  in  this  matter  of  the  intelligence  and 
reliability  of  personal  conscience,  the  new  moral- 
ist seems  pretty  naive.  Has  he  never  heard  of 
psychiatry  with  its  huge  and  working  know- 
ledge of  tlie  mental  mechanisms  of  self-decep- 
tion? The  individual  can  and  will  rationalize 
anything  he  wants  to  do. 

Lastly,  one  must  doubt  the  other  fundamental 
premise  of  the  new  morality:  that  the  end  can 
and  does  justify  the  means.  Any  act,  it  is  true, 
can  be  a means  to  an  end.  But  any  and  every 
act  is  still  an  end  in  itself  and  subject  to  moral 
judgment  as  such. 

A few  currently  troublesome  conflicts,  not 
necessarily  moral,  might  bring  to  earth  our 
unavoidably  general  thesis. 

The  young  man  wants  to  “do  his  thing.”  He 
lets  his  hair  grow  very  long  and  contends  that 
it  is  not  fair  for  us  to  reject  him  on  the  basis  of 
his  appearance.  He  is  right.  But  how  else  does 
he  expect  us  to  judge  him?  If  he  is  applying  for 
a job  or  wanting  to  rent  an  apartment,  we  will 
not  take  time  and  we  do  not  have  to  accede 
to  his  demand  “to  know  the  real  me.”  If  a woman 
comes  at  my  patient  with  a hypodermic  syringe 
she  had  better  be  wearing  a nurse’s  uniform! 
If  a highway  patrolman  wants  to  stop  me  he 
will  have  to  be  dressed  like  a patrolman.  We 
will  not  open  our  door  to  a man  who  looks  like 
a bum  though  he  may  be  a saint.  Most  of  the 
time  we  simply  have  to  judge  by  appearance. 

The  young  man  claims  his  personal  right  to 
smoke  marijuana  or  to  “expand  his  conscious- 
ness” by  taking  other  drugs.  No;  he  does  not 
have  the  right  until  we  can  be  reasonably  sure 
that  he  will  not  try  to  move  among  us  or  to  drive 
a car  while  his  psychomotor  coordination  is  im- 
paired. He  brings  in  alcohol  for  comparison.  But 


we  know  a lot  more  about  alcohol  and  hence 
we  can  legislate  intelligently:  above  a measur- 
able blood  level  the  individual  may  be  endan- 
gering us  and  we  have  the  right  (and  might)  to 
restrain  him.  We  do  not  have  such  information 
about  drugs.  And  incidentally  we  are  under  no 
obligation  to  hurry  our  methods  of  acquiring  it. 

There  may  be  nothing  intrinsically  wrong 
with  eating  off  the  floor  or  going  naked.  A man 
may  elect  to  live  like  an  animal,  defecating 
where  he  chooses.  But  when  he  begins  to  pol- 
lute the  moral  or  physical  atmosphere,  the  civ- 
ilized group  will  be  justified  in  punishing  or 
ostracizing  him.  A man  may  have  the  right  to 
risk  his  health  and  sanity  by  abusing  drugs  or 
alcohol.  But  if  he  will  then  fail  to  contribute 
his  share  of  taxes  to  support  our  water  and  sew- 
age systems  and  if  he  will  become  a burden  on 
us,  we  have  some  right  to  effective  protest. 

The  young  man  says:  “Of  course  I have  this 
girl  living  with  me.  It  is  right  because  we  love 
each  other.  It  would  be  wrong  to  marry  her 
because  we  are  too  young  to  take  on  such  lasting 
responsibility.”  Ah,  this  kind  of  expedient,  amor- 
al, have-your-cake  philosophy  just  does  not  work. 
It  never  has. 

If  we  are  to  live  in  a civilized  way  the  vac- 
uum will  immediately  be  filled  by  volume  after 
volume  of  restrictive  civil  legislation.  To  what- 
ever extent  moral  authority  is  repudiated  or 
compromised,  to  that  extent  the  state  must 
codify  and  dictate  the  regulation  of  human 
behavior. 

Then  it  is  only  wrong  to  get  caught  and  the 
only  sanction,  the  only  coercive  force  is  punish- 
ment. In  the  police  station  or  the  profane  civil 
court  there  is  no  concept  that  virtue  is  its  own 
reward;  there  is  no  sunlight  of  metaphysical 
love  or  agape. 

The  professions  are  very,  very  old.  This  law- 
yer or  that  doctor  is  privy  to  the  cumulative 
knowledge  of  two  or  three  thousand  years.  This 
is  why  he  is  conservative;  i.e.,  not  disposed  to 
gullibility  or  adolescent  enthusiasm  for  theories 
which  have  long  since  been  weighed  in  the 
balance  and  found  wanting. 
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BRAINWASHING  CAN  BE  FUN 

Arthur  R.  Nelson,  M.D. 

President 

Maricopa  County  Medical  Society 

Editors  note:  Editorials  should  classically 
provoke,  lead,  direct,  inform  or  reflect.  Mari- 
copa County  has  had  the  benefit  of  this  partic- 
ular  editorial.  W e feel  it  is  thought  provoking  to 
our  entire  Association. 

Brainwashing  has  come  to  connote  the  per- 
version of  a good  man’s  soul  by  the  barbarous 
techniques  of  relentless  pressures  applied  over 
long  periods.  The  word  has  become  synonymous 
with  the  bad  guys  and  their  devious,  degrading, 
heel-grinding  methodology  developed  in  the 
filthy  backwashes  of  man’s  inhumanity  to  man. 

But  there’s  another  kind  of  brainwash.  A re- 
freshing enlightening  kind  that  makes  you  feel 
like  the  sulci  and  gyri  have  just  been  given 
a large  dose  of  Mister  Clean.  The  fuzzy  headed, 
cobwebbed  old  neurons  begin  to  take  on  new 
sparkle,  and  the  pictures  all  look  sharply  etched 
again. 

This  particular  wash-job  came  out  of  the  recent 
sessions  at  Estes  Park  entitled  the  “National 
Hospital  Medical  Staff  Conference.”  For  five 
days  we  breathed  the  rarified  air  of  the  con- 
tinental divide,  clean,  crisp,  invisible.  As  John 
Lindsey  remarked,  “I’m  a bit  suspicious  of 
breathing  this  air  you  can’t  see.”  It’s  a heady 
place. 

And  the  topics  were  heady.  There  were  dis- 
cussions in  depth  of  most  every  problem  that 
faces  medicine  today.  Medical  audit  commit- 
tees, staff  privileges,  boards  of  trustees,  staff 
organizational  theory,  continuing  education, 
utilization,  financing,  federal  programs,  group 
practice,  family  practice,  prepaid  insurance, 
merged  hospitals,  peer  reviews,  AAGP  certifica- 
tion — and  on  and  on.  We  were  treated  to  a 
highly  stimulating  prospective  report  of  com- 
puterized patient  care  — a system  that  obviously 
contains  the  elements  of  “better  than  human” 
care.  Wilbur  Cohen’s  people  were  there,  Ribicoff 
committee  people,  educators,  financiers,  para- 
medical planners  and  teachers,  administrators, 
nurses,  and  psychologists  expert  in  communica- 
tions media. 

But  there  were  also  a large  number  of  con- 
cerned practicing  physicians.  These  points,  be- 
side numberless  bits  of  valuable  technical  infor- 


mation, seem  to  stand  as  the  commonly  accepted 
highlights  of  the  conference: 

1)  We,  as  physicians,  are  not  any  longer  the 
experts  in  medical  care  delivery.  It  is  a 
totally  new  specialty  requiring  the  talents 
of  a trained  and  experienced  industrialist 
and  management  expert.  We  remain  as  ad- 
visors in  the  areas  directly  relating  to  bed- 
side care,  public  health,  and  clinical  re- 
search. We  should  quit  stalling  and  put 
the  job  squarely  on  the  shoulders  of  those 
who  can  handle  it. 

2)  Too  many  man  hours  are  wasted  in  trying 
to  educate,  cajole,  and  re-train  the  masses 
of  classicist  physicians  who  cannot  or  will 
not  see  the  needs  of  the  times. 

We  need  to  get  on  with  the  thing  together, 
and  stop  cluttering  up  the  landscape  with 
old  cliche’s  and  hoary  attitudes  that  will 
soon  mark  us  as  chronic  losers. 

3)  That  old  hymn,  “Be  not  afraid  what  e’re 
be  tied”  keeps  going  through  my  head  dur- 
ing the  nightly  debriefings  in  our  hotel 
room.  As  the  Chivas  Regal  and  Crown 
Royal  flowed,  it  became  more  and  more 
apparent  that  we  doctors  are  seeing  ghosts 
that  aren’t  there.  The  health  planners,  ad- 
ministrators, federal  money  men,  and  most 
others  are  well  aware  of  the  financial  de- 
mands of  the  physicians  of  this  country, 
and  their  very  worthy  need  for  an  inde- 
pendent role  personally.  And  they  respect 
this  need.  There  were  many  cogent  com- 
ments by  the  “lay  people”  that  indicate 
they  are  much  in  tune  with  medicine’s 
“pocketbook  nerve.”  And  of  huge  impor- 
tance to  them  ( and  to  us ) is  the  bare  fact 
that  we  physicians  are  in  dangerously 
short  supply,  and  the  demands  are  getting 
worse.  Something  in  short  supply  com- 
mands a high  price,  and  they  know  it  and 
are  willing  to  pay  it.  So  I believe  a lot  of 
what  we  fear  in  terms  of  economic  sanc- 
tions just  will  not  happen.  It’ll  still  be 
Chivas  and  Crown  Royal. 

4)  A mood  of  cooperation,  interfamilial  need, 
and  one  helluva  big  job  awaits  us  all. 
Medicine  is  not  alright  in  this  country.  It 
has  many,  many  areas  that  need  drastic 
improvement,  and  we  must  get  on  with  it. 
Medical  idealism  can’t  be  totally  dead. 

I expect  some  of  you  figure  I’ve  been  brain- 
washed. Well  I have,  and  I like  it. 
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John  R.  Green,  M.D. 

Report  presented  at  the  Annual  Meeting  of  the  Barrow 
Neurological  Institute,  November  4,  1968. 

Dr.  Green  is  Chairman  of  the  Institute  and  its 
Division  of  Neurological  Surgery. 

THE  SIXTH  YEAR  OF  OPERATION 
OF  THE  BARROW  NEUROLOGICAL 
INSTITUTE  OF  ST.  JOSEPH'S  HOSPITAL 


This  is  an  occasion  when  it  is  possible  to 
publicly  express  our  sincere  appreciation  to 
those  individuals  in  St.  Joseph’s  Hospital,  in  the 
Barrow  Neurological  Foundation  and  its  Wom- 
en’s Board  and  in  the  community,  State  and 
Nation,  whose  generosity  has  helped  to  support 
the  programs  of  the  Neurological  Institute  dur- 
ing the  past  year. 

It  is  very  gratifying  to  be  able  to  report  that 
significant  advances  have  been  made  during 
our  sixth  year  of  operation  in  stability  and 
effectiveness  of  organization,  in  patient  care, 
in  educational  programs  and  in  research  activi- 
ties. I will  briefly  mention  some  of  the  progress 
in  the  first  three  areas  and  spend  the  majority 
of  my  allotted  time  on  the  research  programs, 
because  the  Barrow  Neurological  Foundation 
has  as  its  major  objective  the  salary  support  of 
our  research  scientists  and  assistants. 

The  B.N.I.  organization  of  clinicians  and  re- 
search scientists  is  a part  of  St.  Joseph’s  Hospital 
and  its  patient  care  and  educational  programs, 
are  entirely  subsidized  from  the  Hospital  through 
revenues  obtained  from  patients  and  donations. 
During  the  past  year,  the  majority  of  the  support 
for  our  research  team  has  also  come  from  the 
Hospital.  With  new  regulations  from  Medicare 
and  from  some  of  the  insurance  companies,  the 
Hospital  will  soon  be  required  to  limit  its  sup- 
port of  research  to  that  involving  patients.  This 
leaves  the  responsibility  for  providing  for  the 


salaries  of  our  key  investigators  to  the  Barrow 
N eurological  Foundation  and  friends  of  the  In- 
stitute. The  Womens  Board  is  not  involved 
with  salary  support  but  has  made  possible  the 
development  of  the  Neurosurgical  Research 
Laboratory  and  is  currently  considering  our 
application  to  provide  a grant  to  make  possible 
an  Institute  Research  Computer  Center.  The 
Women’s  Board  is  project-oriented. 

No  doubt  you  have  noticed  the  expansion 
which  is  now  taking  place  in  our  area.  A Joint 
Planning  Committee  of  St.  Joseph’s  Hospital, 
which  is  composed  of  representatives  from  Ad- 
ministration, the  Lay  Advisory  Board  and  the 
Medical  Staff,  including  two  B.N.I.  representa- 
tives, is  responsible  for  planning  the  future 
development  of  the  St.  Joseph’s  Hospital  com- 
plex. Because  one  hundred  additional  medical- 
surgical  beds  are  urgently  needed  for  the  gen- 
eral hospital  and  because  the  B.N.I.  has  doubled 
its  work  during  the  first  six  years,  it  was  de- 
cided, after  considerable  consultation,  that  the 
original  fifty-year  expansion  plan  for  the  B.N.I. 
be  stepped  up  from  the  structural  standpoint, 
to  loan  Internal  Medicine  the  third  floor,  Gen- 
eral Surgery  the  fifth  floor  and  to  expand  vari- 
ous clinical  laboratories  in  the  Institute,  as  well 
as  to  increase  its  bed  capacity  to  ninety.  In 
time,  when  additional  medical-surgical  beds  are 
constructed  elsewhere  in  the  complex  and  when 
the  B.N.I.  staff  and  patient  demands  warrant, 
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the  third  and  fifth  floor  areas  will  be  returned. 
When  the  Institute  was  planned,  we,  including 
our  consultants,  felt  that  the  expansion  plans 
would  be  adequate  for  fifty  years,  but  no  one 
appreciated  fully  our  potential  as  a Neurological 
Institute  at  that  time. 

I do  not  intend  to  present  many  statistics  — 
these  will  be  available  when  this  Annual  Report 
is  published.  However,  some  figures  are  of 
interest: 

Ten  individuals  have  been  appointed  to  the 
B N. I.  Staff  during  the  past  year.  Two  thousand, 
three  hundred  and  fifty-eight  in-patients  were 
treated  by  six  neurologists,  nine  neurosurgeons 
and  six  residents  during  1967-68,  in  comparison 
to  1,245  in  1962-63.  Work  in  Neuroradiology, 
Electroencephalography  and  Neuropathology 
was  approximately  doubled  and  the  work  in  the 
operating  room  was  increased  nearly  50%  in 
comparison  to  the  first  year,  1962-63. 

The  majority  of  these  patients  are  covered 
by  insurance,  but  many  are  not.  Although  the 
Arizona  Legislature  has  provided  legislation  to 
make  payment  an  obligation  of  the  county  of 
origin  of  a patient  if  he  is  eligible  for  assistance, 
funds  have  not  been  provided.  An  equitable  ar- 
rangement is  badly  needed.  We  believe  that 
we  have  justified  and  deserve  financial  support 
from  the  City  of  Phoenix,  Maricopa  County  and 
the  State  of  Arizona  for  the  care  of  these  patients. 

The  work  of  the  Institute  includes  the  major 
killing  and  crippling  conditions  of  our  civiliza- 
tion. At  a national  level,  head  injuries  are  the 
leading  cause  of  death  before  the  age  of  forty; 
head  injuries  accounted  for  forty-six  of  our  one 
hundred  and  six  deaths  during  1967-68.  Past 
forty,  the  number  one  killer  is  the  heart  with 
“stroke,"  cancer  and  injuries  being  second,  third 
and  fourth,  respectively.  “Stroke,”  in  its  various 
forms  accounted  for  twenty-seven  of  our  deaths 
during  1967-68,  being  number  two  for  us,  follow- 
ed by  cancer,  with  twenty-four  deaths.  Thus, 
head  injury,  “stroke”  and  cancer  accounted  for 
one  hundred  and  three  of  one  hundred  and  six 
deaths  in  the  B.N.I.  in  1967-68  and  the  total 
deaths  (one  hundred  and  six)  amounted  to  4.5% 
of  the  in-patients  treated,  a relatively  low  inci- 
dence. Our  autopsy  rate  was  89.6%,  which  ranks 
us  above  the  majority  of  the  teaching  institutions 
in  the  country. 

The  leading  crippling  diseases  of  our  time 
are  cerebrovascular,  mental  and  emotional,  epi- 
lepsy, cerebral  palsy,  multiple  sclerosis  and  de- 


myelinating  diseases,  Parkinson’s  disease,  mus- 
cular dystrophy,  paraplegia  and  quadriplegia, 
visual  impairments,  cancer  under  treatment,  and 
unmanageable  pain  due  to  a variety  of  causes. 
These  and  other  conditions  are  managed  at  the 
B.N.I.,  along  with  research  in  some  of  these 
areas.  Obviously,  anyone  whose  family  has  been 
involved  with  these  killing  and  crippling  condi- 
tions of  our  time  has  a stake  in  the  present  and 
future  of  the  Barrow  Neurological  Institute. 

N euro-ophthalmology  has  been  given  a decid- 
ed boost  this  year  by  two  grants  from  the  Harry 
Wilder  Memorial  Fund.  This  Fund  was  created 
by  Mrs.  Harry  Wilder  of  our  Women’s  Board, 
in  memory  of  her  late  husband  who  was  a 
founding  member  of  the  Barrow  Neurological 
Foundation  (formerly  known  as  the  Neurolog- 
ical Sciences  Foundation).  The  Fund  has  pur- 
chased a Zeiss  rapid-sequence  fundus  camera 
and  the  Goklmann  projection  perimeter  (the 
most  sophisticated  and  accurate  method  to  study 
visual  fields  now  available). 

A Pain  Clinic  is  in  operation.  A Cerebrovascu- 
lar Disease  Unit  is  being  formulated.  We  now 
have  capability  to  do  Xenon  blood  flow  studies 
of  the  brain  to  determine  carotid  and  vertebral 
arterial  sufficiency.  Learning  Disability,  Human 
Genetic  Counseling,  Metabolic  Disease,  Special 
Sensory  and  Neurological  Rehabilitation  Units 
are  in  the  process  of  development.  A Trauma 
Unit,  including  a Spinal  Cord  Injury  Center  is 
also  in  the  planning  stage. 

All  Divisions  of  the  Institute  are  involved 
with  education  ranging  from  the  training  of 
nurses,  Interns,  Residents  and  Attending  Staff, 
to  continuing  education  for  physicians  of  the 
region  and  affiliated  training  programs  with 
other  institutions.  Conferences  are  sponsored  by 
each  Division.  Thirteen  distinguished  Visiting 
Professors  participated  in  the  educational  pro- 
gram during  1987-68  and  the  members  of  the 
Staff  were  active  at  State  and  National  levels 
in  educational  and  scientific  activities. 

B.N.I.  Research  during  1967-68  increased  con- 
siderably in  comparison  to  previous  years,  par- 
ticularly in  the  Divisions  of  Neurobiology,  Neu- 
ropathology and  Neurological  Surgery. 

The  senior  investigators  in  the  Division  of 
Neurobiology  are  its  Chairmen,  Doctor  Eduardo 
Eidelberg  (Neurophysiology),  Doctor  Joseph 
Harris  (Neurochemistry),  and  Doctor  Arthur 
Schwartz  (Physiological  psychology). 

Some  of  the  high  points  in  the  work  by  mem- 
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bers  of  the  Division  of  Neurobiology  included 
the  following: 

Study  of  the  role  of  copper  in  the  function  of 
brain,  liver,  heart. 

Development  of  a highly  sensitive  new  meth- 
od for  fluorometric  determination  of  copper 
in  the  tissues. 

Study  of  action  of  anti-convulsants  upon  the 
uptake  of  copper  by  the  brain  and  retina. 

Analysis  of  chemistry  of  brain  nucleic  acid  and 
protein  synthesis. 

Study  of  frequency-coding  mechanisms  in  the 
visual  system. 

Study  of  modifications  of  the  visual  system 
by  L.S.D. 

Establishment  of  an  animal  model  for  a clin- 
ical neurological  phenomenon  (“extinction” 
to  double  simultaneous  stimulation)  and 
definition  of  the  precise  lesions  required  to 
produce  it.  (This  is  leading  rapidly  now  to 
the  correlation  of  perceptual  processes  and 
brain  electrical  activity. ) Parallel  with 
this,  a 

Study  of  the  consequences  of  destruction  of 
the  dorsal  column  in  monkeys  has  led  to  a 
re-evaluation  of  classical  neurological  doc- 
trine regarding  the  association  of  anatomical 
pathways  to  specific  sensory  modalities. 
This  work  may  lead  soon  to  specific  pro- 
posals for  new  techniques  for  the  allevia- 
tion of  pain  in  patients. 

Study  of  serotonin  as  an  inhibitory  synaptic 
transmitter  in  the  limbic  system.  An  imme- 
diate corollary  of  this  work  has  been  the 
development  of  testing  of  anti-convulsants 
against  temporal  lobe  epilepsy  and  a suc- 
cessful proposal  for  the  use  of  benzodia- 
zepines in  the  treatment  of  this  rather 
refractory  problem. 

Study  of  structural  sources  of  EEG  activity. 

Provision  of  Staff  and  facilities  for  the  first 
Ph.D.’s  in  Neurochemistry,  as  well  as  in 
Physiological  Psychology,  for  graduate  stu- 
dents at  Arizona  State  University,  with  sim- 
ilar opportunities  now  available  to  medical 
students  from  the  University  of  Arizona 
School  of  Medicine. 

Neurobiology  is  developing  a series  of  long- 
range  programs,  the  activation  of  which  will  de- 
pend on  the  support  which  can  be  obtained  for 
them.  These  include: 

Investigation  of 

Experimental  Mental  Retardation 


Narcotics  Dependence 

Parietal  Lobe  Functions 

Neurobiology  does  not  foresee  the  need  for 
additional  laboratory  space  in  the  next  five  to 
ten  years,  but  indicates  that  the  scientific  pro- 
ductivity should  be  easily  doubled  with  a Re- 
search Computer  Center  in  the  Institute  and 
with  additional  senior  investigators,  who  are 
needed  to  supplement  the  work  of  our  core 
group. 

Neuropathology  and  Electron  Microscopy  re- 
search has  centered  around  four  areas  of  inves- 
tigation: 

Experimental  bacterial  meningitis 

Choroid  plexus  enzyme  studies 

Vascular  leakage  studies 

Brain  tumors 

This  is  the  excellent  work  of  one  man,  Doctor 
John  D.  Waggener.  He  will  be  joined  in  the 
future  by  Doctor  Charles  L.  Echols,  Jr.,  of  the 
Division  of  Neurology  as  a Research  Associate 
in  both  Neuropathology  and  in  Electron  Micro- 
scopy. A new  line  of  investigation  is  being  de- 
veloped in  conjunction  with  Doctor  James  R. 
Atkinson  of  the  Division  of  Neurological  Sur- 
gery entitled: 

Electron  Microscopy  of  Radiofrequency  Le- 
sions of  the  Brain. 

Plans  for  the  creation  and  operation  of  the 
Neurosurgical  Research  Laboratory  were  care- 
fully formulated  over  a period  of  four  years  and 
came  to  realization  with  the  formal  opening  of 
this  facility  on  January  12,  1988.  The  building 
costs  were  provided  by  the  Hospital  and  In- 
strumentation was  furnished  by  the  Women’s 
Roard  ($22,000)  and  by  the  Neurosurgical  De- 
velopment Fund  ($18,000).  Doctor  James  R. 
Atkinson  was  appointed  as  its  Director. 

Projects  being  completed  or  being  continued 
include : 

Clinical  neurophysiology  of  pain  procedures 

Transensor  studies  of  increased  intracranial 
pressure 

Biophysics  of  radiofrequency  lesions  for  clin- 
ical use;  Development  of  thermocouple 
probe 

Inter-departmental  activities 

With  Neuroradiology:  Xenon  blood  flow 

studies;  Cinefluoro graphic  capability;  Par- 
allel optical  alignment  technique  for  stereo- 
tactic x-ray  control. 

With  Neuropathology:  see  above. 

With  Neurobiology:  Lesion  generation  for 
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limbic  system  study  of  narcotics;  Proposed 
Institute  Research  Computer  Center. 

Clinical  support  of  other  clinicians:  Carotid 
artery  disease  studies;  Use  of  impedance 
technique  in  percutaneous  cordotomy;  Avail- 
ability of  Research  Assistant  to  Staff  Mem- 
bers. 

New  projects  which  are  being  phased  in 
include: 

Aplanation  tonometry  for  evaluation  of  intra- 
cranial pressure  in  infants;  Microelectrode 
recording  for  stereotaxis  studies  (animal 
testing  completed). 

Heat  transfer  analysis  of  radiofrequency  le- 
sions ( with  Motorola  engineers). 

Clinically  useable  transensor  detector  system 
(with  Motorola  engineers). 

Training  of  Neurosurgical  Residents  and  Fel- 
lows. 

Various  members  of  the  B.N.I.  have  created 
thirty  publications  during  1967-68. 

In  conclusion,  1967-68  have  seen  the  B.N.I.  to 
its  highest  level  of  productivity  in  its  six-year 
history.  The  B.N.I.  Staff  pledges  its  dedicated 
efforts  to  the  Hospital,  the  Foundation,  the 
Women’s  Board  and  to  the  public.  The  Hospital 
has  been  most  generous  in  its  support  of  the 
patient  care,  educational  and  research  programs 
of  the  Institute.  It  is  now  time  for  the  commu- 
nity and  nation  to  increase  its  financial  assistance 
so  the  support  of  research  is  placed  on  a broader 
financial  base  than  it  now  is.  Our  mutual  goals 
are  more  understandable  and  attainable  now 
because  of  the  record  of  achievement  during  the 
past  six  years.  Initially,  it  was  necessary  to  pro- 
ceed on  the  basis  of  faith  for  the  most  part,  but 
the  record  and  the  needs  are  now  clearly  defined. 
We  are  confident  that  the  Barrow  Neurological 
Foundation  has  capability  to  meet  these  chal- 
lenges. 

Publications  by  Members  of  the  B.N.I.  Staff 
1967-1968 

1.  Atkinson,  James  R.:  Radio  Telemetry  for  the  Meas- 
urement of  Intracranial  Pressure,  Journal  of  Neuro- 
surgery, 27:428-432,  1967. 

2.  Deza,  L.  and  Eidelberg,  E.:  Development  of  Cortical 
Electrical  Activity  in  the  Rat,  Exper.  Neurol.,  17: 
425-438,  1967. 

3.  Eidelberg,  E.:  The  Role  of  Serotonin  as  an  Inhibitor 
of  Synaptic  Transmission  in  the  Amygdala  Complex, 
Exper.  Brain  Res.,  1967. 

4.  Eidelberg,  E.  and  Buser,  Pierre:  Callosal  and  Non- 
callosal  Connexions  Between  the  Motor  Cortices  in 
the  Cat,  Proceedings  of  the  Int’l.  Union  of  Physio- 
logical Sci.,  7:  1968. 

5.  Eidelberg,  E.,  Fishman,  J.  and  Hams,  M.  L.:  Pene- 
tration of  Sugars  Across  the  Blood-Brain  Barrier, 
J.  Physiol.,  191:47-57,  1967. 

6.  Eidelberg,  E.,  Goldstein,  G.  and  Deza,  L.:  Evidence 
for  Serotonin  as  a Possible  Inhibitory  Transmitter 


in  Some  Limbic  Structures,  Exper.  Brain  Res.,  4:73- 
80,  1967. 

7.  Eidelberg,  E.,  Kolmodin,  G.  M.  and  Meyerson,  B.A.: 
Effect  of  Asphyxia  on  the  Cortical  Steady  Potential 
in  Adult  and  Fetal  Sheep,  Acta  Physiol.  Scand.,  69:- 
257-261,  1967. 

8.  Eisenbeiss,  John  A.:  Classification  of  Head  Injuries, 
Section  IV,  Emergency  Diagnostic  Considerations, 
Arizona  Medicine,  25:129-132,  1968. 

9.  Flynn,  Robert  E.:  External  Carotid  Origin  of  the 
Dominant  Vertebral  Artery,  Journal  of  Neurosurgery, 
29:300-301,  1968. 

10.  Flynn,  Robert  E.:  The  Radiological  Considerations 
of  Patients  with  Head  Trauma,  Arizona  Medicine, 
25:170-174,  1968. 

11.  Goodman,  D.  H.,  Harris,  J.  and  Miller,  S.:  Extrac- 
tion of  Ragweed  Pollen  Antigens  by  Water  Organic 
Soluble  Solvents,  Annals  or  Allergy,  26:463-469, 
1968. 

12.  Green,  John  R.:  Temporal  Lobectomy,  with  Special 
Reference  to  Selection  of  Epileptic  Patients,  Journal 
of  Neurosurgery,  26:584-593,  1967. 

13.  Green,  John  R.:  Tumors  of  the  Brain,  Chapter  in 
Current  Therapy,  1967,  pp.  649-653,  edited  by 
Howard  F.  Conn,  M.D.,  Published  by  W.  B.  Saun- 
ders, Company. 

14.  Green,  John  R.:  Neurosurgery  on  the  Frontier,  West- 
ern History,  27.T8-29,  1967. 

15.  Green,  John  R.:  Medical  History  for  Students, 
Springfield,  Illinois,  Charles  C.  Thomas,  Publisher, 
1968. 

16.  Green,  John  R.:  Seminar  on  the  Management  of 
Head  Injuries,  Editor,  with  Preface  and  Summation, 
Arizona  Medicine,  25:123-226,  1968. 

17.  Harris,  J.:  Consulting  Editor  to  Monograph,  Pi- 
Interactions  in  Biological  Systems,  N.Y.  Acad,  of 
Sci.  Annals,  1967. 

18.  Harris,  J.:  Introduction,  Pi-Interactions  in  Biological 
Systems,  N.Y.  Acad,  of  Sci.  Annals,  1967. 

19.  Harris,  J.  and  Ritchie,  K.:  An  Interpretation  of  Neu- 
ronal Function,  Cytochrome  Oxidase  Activity  and 
Tricyanoaminopropene,  1st  Int’l.  Conf.  Int’l.  Soc. 
Neurochem.,  1967. 

20.  Harris,  J.  and  Ritchie,  K.:  Cuproproteins:  Model 
and  System  from  Tricyanoaminopropene  Interaction 
with  Copper,  N.Y.  Acad.  Sci.  Annals,  153,  #3: 
1968. 

21.  Harris,  J.  and  Ritchie,  K.:  Differences  in  Effect  of 
Uncoupling  Agents  for  Mitochondrial  ATPase,  7th 
Int’l.  Congress  Biochem.,  1967. 

22.  Harris,  J.,  Tsutsui,  M.  and  Van  Duuren,  B.  L.:  Pi 
Complexes  in  Biological  Systems,  Science,  158, 
#3809,  1707-1708,  1967. 

23.  Hoffmann,  George  T.:  Evaluation  and  Management 
of  Linear  and  Depressed  Skull  Fractures,  Arizona 
Medicine,  25:179-185,  1968. 

24.  Kobayashi,  S.  and  Eidelberg,  E.:  Spectrum  Analysis 
of  Residual  EEG  Changes  Following  Postnatal  X- 
irradiation  in  Rats,  Electroenceph.  Clin.  Neurophy- 
siol., 23:463-467,  1968. 

25.  Pitman,  Hal  W.:  Oxygenation  and  Related  Problems 
in  the  Management  of  Head  Injury,  Arizona  Medi- 
cine, 25:157-162,  1968. 

26.  Ritchie,  K.  and  Harris,  J.:  Tricyanoaminopropene  — 
a Specific  Reagent  for  the  Fluorometric  Determina- 
tion of  Copper  in  Micro  Amounts,  Analytical  Chem., 
40:  1968. 

27.  Schwartz,  A.  S.  and  Eidelberg,  E.:  “Extinction”  to 
Bilateral  Simultaneous  Stimulation  in  the  Monkey, 
Neurology  (Minneapolis),  18:61-68,  1968. 

28.  Schwartz,  A.  S.,  Eidelberg,  E.  and  Cheshire,  F.  C.: 
A Jacket  for  Stimulating  and  Recording  from  Mon- 
keys, Electroencep.  Clin.  Neurophysiol.,  22:563-564, 
1967. 

29.  Waggener,  John  D.:  The  Neuropathology  of  Head 
Trauma,  Arizona  Medicine,  25:162-169,  1968. 

30.  Waggener,  John  D.  and  Beggs,  John  D.:  The  Mem- 
branous Coverings  of  Neural  Tissues:  An  Electron 
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LET'S  LEAD  RATHER  THAN  BE  LED 


DWIGHT  L.  WILBUR,  M.D.,  President 
AMERICAN  MEDICAL  ASSOCIATION 


I want  to  talk  to  you  about  public  affairs  and 
public  relations.  Probably  all  of  you  are  aware 
that  the  AMA  has  announced  the  formation  of 
a new  Division  of  Public  Affairs,  to  be  headed 
by  the  former  executive  director  of  AMPAC. 

Through  the  Communications  Division  and  the 
Division  of  Public  Affairs,  both  of  these  vitally 
important  functions  are  now  receiving  top-level 
attention  in  our  national  Association. 

Not  only  the  future  reputation  of  the  medical 
profession,  not  only  our  so-called  “image,”  not 
only  the  esteem  in  which  the  profession  is  held 
. . . but  the  very  existence  of  the  medical  pro- 
fession as  we  know  it  now  depend  on  our  activi- 
ties and  our  success  in  public  affairs  and  all  of 
our  relations  with  the  public. 

We  face  the  traditional  and  continuing  chal- 
lege  of  ministering  to  every  person  as  an  individ- 
ual. That  hasn’t  changed.  But  added  to  it  is  the 
equally  important,  and  even  more  difficult,  chal- 
lenge of  ministering  also  to  all  of  human  society 
in  our  nation. 

This  is  a relatively  new  responsibility  for  our 
profession.  It  is  one  that  many  of  our  members 
are  not  yet  ready  to  accept;  and  one  for  which 
many  of  us  are  not  prepared.  But  the  successful 
discharge  of  that  responsibility  will  influence  the 
field  of  medicine  as  significantly  in  the  years 
ahead  as  three  outstanding  movements  earlier  in 
this  century  have  influenced  medicine  as  of  this 
date. 

The  first  was  initiated  by  the  medical  profes- 
sion and  activated  in  1908  when  the  Council  on 
Medical  Education  of  the  AMA  with  the  finan- 
cial and  technical  support  of  the  Carnegie  Foun- 
dation for  the  Advancement  of  Teaching  survey- 
ed the  quality  of  medical  eduction  in  the  United 
States. 


The  results  of  that  survey,  published  in  1910, 
are  remembered  and  honored  to  this  day.  The 
Flexner  Report,  as  it  is  known  to  us,  revolution- 
ized medical  education.  Because  of  its  influence, 
plus  the  AMA’s  subsequent  support  of  the  estab- 
lishment and  strengthening  of  state  licensing 
boards  and  the  AMA’s  continuing,  cooperative 
activities  in  the  accreditation  of  medical  schools, 
the  medical  profession  played  a leading  role  in 
making  American  medical  education  the  finest  in 
the  world. 

Our  schools  today  attract  students  from  vir- 
tually all  nations,  whereas  in  earlier  years  our 
students  went  abroad  for  what  was  then  the  best 
available  medical  education. 

The  second  major  influence  has  been  the  great 
advances  in  medical  science  and  in  the  knowl- 
edge, equipment  and  methods  today’s  physician 
uses  in  caring  for  his  patient. 

This  is  an  area  to  which  the  profession  has 
contributed  much,  and  many  others  have  con- 
tributed — directly  or  indirectly. 

Let  me  remind  you  that  approximately  at  the 
turn  of  the  century,  life  expectancy  in  this  coun- 
try was  46  years.  One  of  every  six  infants  died. 
The  principal  killer  diseases  were  diphtheria, 
pneumonia,  typhoid  and  tuberculosis.  There  was 
essentially  no  sphygmomanometer,  no  x-ray  diag- 
nosis, no  blood  chemical  tests,  no  specific  treat- 
ment of  disease,  no  specialization  of  physicians. 

Elective  operations  were  rare  because  asepsis, 
intravenous  fluid  therapy,  blood  transfusions  and 
good  anesthetics  were  yet  to  come.  There  were 
nurses,  but  few  other  allied  health  personnel. 

It  is  difficult  to  accept  that  physicians  of  that 
day  and  this  were  even  in  the  same  profession. 

The  third  significant  influence  has  been  the 
growing  infusion  of  federal  tax  money  and  fed- 
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eral  programs  into  the  health  field  — not  only  in 
research  and  education,  but  also  directly  into  pa- 
tient care. 

Government  involvement  in  health  is  not  new, 
although  it  has  drastically  changed.  It  began 
with  marine  societies,  created  for  the  benefit  of 
merchant  seamen  by  several  colonies  before 
there  was  a United  States.  That  involvement  has 
grown  substantially  and,  in  recent  years,  at  an 
accelerating  rate. 

The  89th  Congress  saw  1,600  bills  of  medical 
or  health  interest,  and  passed  more  health  pro- 
grams than  any  previous  Congress.  1,400  such 
bills  were  introduced  into  the  90th  Congress. 

In  fiscal  1960,  the  appropriation  for  Federal 
health  activities  was  $3.2  billion.  This  sum  grew 
to  $3.8  billion  in  1961;  $4.4  billion  in  1962;  $5 
billion  in  1963;  $5.5  billion  in  1964;  $5.9  billion 
in  1965;  $6.6  billion  in  1986;  $11.3  billion  in  1967; 
$14.2  billion  in  fiscal  1968,  and  in  the  bill  passed 
by  the  90th  Congress,  almost  $20  billion.  This 
was  almost  $6  billion  more  than  last  fiscal  year. 

These  three  influences  — the  increasing  excel- 
lence of  medical  education  and  the  advances  in 
medical  science,  both  of  which  have  vastly  im- 
proved the  quality  of  care  provided  by  today’s 
physician  . . . and  the  growing  involvement  of 
government  in  programs  to  finance  or  provide 
health  care  for  large  segments  of  the  population 
— have  played  significant  parts  in  creating  the 
over-all  picture  of  medical  and  health  care  as  we 
see  it  today. 

They  also  have  led  to  what  I consider  the 
fourth  major  influence  of  this  century:  the  task 
of  relating  the  field  of  medicine  to  all  of  society. 

In  the  past,  medicine  has  been  primarily  a per- 
sonal relationship,  between  one  physician  and 
one  patient.  Public  or  government  interest  gen- 
erally was  limited  to  such  public  health  concerns 
as  environmental  improvement,  sanitation  and 
the  prevention  and  control  of  epidemics. 

Not  any  more.  Today  — and  even  more  to- 
morrow — medicine  and  health  are  matters  of 
total  public  concern.  The  ready  availability  not 
just  of  adequate  care,  but  of  excellent  medical 
and  health  care  is  now  interpreted  by  govern- 
ment and  by  many  among  the  public  as  a basic 
human  right,  along  with  life,  liberty  and  the  pur- 
suit of  happiness. 

The  question  that  now  demands  an  answer  by 
our  profession  is  whether  in  serving  all  of  society 
we  shall  be  the  leaders,  as  we  were  in  revamping 


and  professionalizing  medical  education  . . . shall 
lead,  but  share  our  leadership  with  others,  as  we 
have  done  in  scientific  research  and  medical  ad- 
vances ...  or  remain  aloof,  concentrating  primar- 
ily on  what  we  decide  are  our  own  interests,  and 
expressing  our  disapproval  of  ideas  proposed  by 
others,  as  we  have  done  for  the  most  part  with 
respect  to  the  growing  interest  of  government  in 
health  care. 

My  answer  is  that  we  must  not,  we  cannot,  re- 
main aloof  if  we  want  to  preserve  the  medical 
profession  as  the  essential  and  viable  profession 
it  is  today. 

If  we  do  not  become  the  leaders,  although 
sharing  leadership  with  others  who  have  a legiti- 
mate interest  in  health  care,  we  shall  find  that 
in  this  important  matter  of  relating  medicine  to 
society,  the  public  will  assign  us  a position  as 
followers  . . . and,  ultimately,  as  subordinates. 

Let  us  assume  that  a medical  association  wants 
to  claim  its  rightful  leadership  position.  How  can 
it  be  achieved?  The  passage  of  a resolution  isn’t 
going  to  do  the  job,  nor  is  a public  announce- 
ment. Leadership  is  not  conferred  on  those  who 
merely  decide  they  want  it.  Instead,  it  is  given  to 
those  who  can  clearly  show  — by  their  actions  — 
that  they  are  qualified  for  it  and  deserve  it. 
Leadership,  at  least  in  a democracy,  is  not  as- 
sumed, it  is  earned. 

I believe  there  are  10  points  in  a program  of 
medical  leadership. 

The  first  is  to  become  familiar  with  all  of  the 
health  problems  in  the  local  community  or  state. 
That  includes  not  only  the  kind  of  problems  in- 
dividuals have  who  need  help,  but  also  the  kind 
of  problems  all  of  the  personnel  and  institutions 
in  the  health  field  have  in  providing  that  help. 

This  means  the  medical  profession  must  estab- 
lish a close,  working  liaison  and  have  free  ex- 
change of  information  with  all  the  professional 
and  non-professional  people  in  the  health  field. 
Included  here  would  be  all  organizations  of 
physicians  . . . dentists  . . . nurses  . . . technicians 
and  technologists  . . . voluntary  health  agencies 
. . . public  health  officers  . . . medical  schools 
. . . hospitals  . . . extended  care  facilities  . . . 
welfare  and  social  service  agencies  . . . health 
insurance  companies  and  prepayment  plans  . . . 
and,  of  course,  the  public  itself — which  can  best 
be  reached  through  its  organizations,  such  as 
civic  clubs,  fraternal  organizations,  women’s 
groups  and  churches,  as  well  as  all  levels  of  gov- 
ernment plus  industry  and  organized  labor. 
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Through  cooperation  with  all  of  these  forces, 
the  medical  profession  can  show  its  genuine  in- 
terest in  the  availability  of  care  for  all  citizens 
and  in  breaking  down  any  barriers  between  peo- 
ple and  the  care  they  need.  The  best  means  for 
establishing  such  cooperative  efforts  are  through 
the  participation  of  the  profession  in  initiating 
or  effectively  assisting,  in  the  development  and 
function  of  planning  bodies,  councils,  commit- 
tees, at  the  local,  regional  or  state  level.  Local 
people  are  most  familiar  with  the  local  situation 
and  with  local  needs. 

Our  leadership  must  be  cooperative  and  not 
dictatorial.  Our  knowledge  of  health  may  be 
unique  and  indispensable,  but  our  desire  to  serve 
all  of  society  is  matched  by  many  of  its  other 
elements. 

Second,  we  must  devise  desirable  legislative 
programs  and  work  to  get  them  enacted.  We 
must  participate  in  the  legislative  process  at 
every  level  of  government,  from  city  hall  to  Con- 
gress and  the  White  House,  in  the  planning  and 
administration  of  health  laws  and  regulations.  In 
doing  so,  we  must  keep  in  mind  the  best  ways  to 
meet  the  needs  of  the  public  for  the  benefits  of 
physicians’  services  and  other  forms  of  health 
care  that  are  available. 

It  is  vital  that  we  help  everyone  understand 
the  often  wide  difference  between  actual  need 
and  demand  for  what  is  desirable.  If  this  dis- 
tinction is  not  made,  it  can  lead  to  highly  emo- 
tional situations  that  result  in  precipitous  politi- 
cal action  to  solve  impossible  problems  and  are 
inordinately  expensive. 

Third,  we  must  play  a more  active  role  in 
maintaining  high  standards  of  quality  in  medical 
practice,  particularly  by  urging  physicians  to 
participate  in  continuing  medical  education.  Cer- 
tainly this  is  a kind  of  leadership  that  the  public 
expects  of  us.  It  will  help  answer  the  growing 
interest  in  relicensure  or  reaccreditation  of  physi- 
sions. 

At  the  national  level,  the  AMA  has  long  recog- 
nized the  importance  of  continuing  education  of 
the  practicing  physician  and  has  contributed 
substantially  through  scientific  meetings,  scien- 
tific publications,  national  conferences  and,  now, 
a program  of  accreditation  for  continuing  educa- 
tion courses  offered  by  a variety  of  institutions. 

At  the  Annual  Convention  in  June,  the  House 
of  Delegates  approved  a proposal  by  the  Board 
of  Trustees  that  a mechanism  be  established  to 
recognize  formally  physicians  who  participate  in 
continuing  medical  education.  More  details  of 


that  plan  will  be  discussed  at  the  Clinical  Con- 
vention in  December. 

Fourth,  we  need  to  better  understand  and  to 
assume  the  proper  responsibility  for  the  costs  of 
medical  care  and  to  increase  our  concern  for  ex- 
penditures for  hospital  care. 

Just  as  we  have  prime  responsibility  for  the 
costs  of  our  services  in  hospitals,  so  must  we  in- 
crease our  concern  with  the  economic  factors  in 
hospital  costs.  We  must  see  that  physicians  be- 
come members  of  Boards  of  Trustees  and  Direc- 
tors of  hospitals  and  become  more  knowledge- 
able of  the  cost  to  their  patients  of  hospital  serv- 
ices. I believe  it  would  be  very  helpful  if  every 
physician  received  a copy  of  the  hospital  bill  of 
his  patients  so  he  would  be  aware  of  the  costs  to 
them  of  hospital  services  and  of  the  professional 
care  he  had  ordered. 

We  must  recognize  and  tell  the  public  honest- 
ly and  frankly  that  for  some  time  health  care 
costs  will  continue  to  rise  . . . and  tell  them  why. 
Increasing  wages  of  hospital  employees  including 
nurses,  house  staff  and  non-professional  groups, 
inflation,  etc.  Inflation,  growing  population, 
greater  demand  by  more  patients,  more  expen- 
sive facilities  and  higher  trained  personnel,  high- 
er costs  of  personnel  and  payment  for  services  by 
third  parties  — either  private  or  governmental  — 
doubtless  will  raise  the  cost  of  health  and  medi- 
cal care  in  the  future. 

It  is  generally  understood  that  automobiles 
and  all  other  goods  and  services  cost  more  as 
they  are  refined  and  improved.  We  ought  to  be 
able  to  show  people  that  the  same  is  true  for  es- 
sential services  and  necessary  facilities  for  health 
care. 

At  the  same  time,  we  must  try  to  hold  down 
our  patients’  expenditures  by  making  use  of  hos- 
pitals only  when  clearly  necessary  and  by  en- 
couraging the  development  of  more  extended 
care  facilities,  better  insurance  coverage  for  more 
home  care  services,  for  out  of  hospital  services 
including  prescription  drugs,  along  with  all  the 
other  things  we  can  do  to  help  save  money. 

The  charges  for  professional  services  and  the 
gross  income  of  physicians  will  increasingly  come 
under  public  scrutiny.  Here  we  must  recognize 
the  concern  of  the  public,  the  government,  em- 
ployees, labor  and  others.  A sound  approach  on 
the  basis  of  the  usual,  customary  and  reasonable 
charges  for  services,  with  peer  review  when 
necessary,  seems  the  obvious,  mature  and  sensi- 
ble approach  to  this  difficult  problem,  which 
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may  indeed  be  the  vulnerable  point  in  our  efforts 
to  avoid  a fixed-fee  schedule  and  arbitrary  de- 
cisions of  those  outside  the  profession  to  control 
it  effectively. 

Fifth,  in  order  to  prove  not  only  our  good  in- 
tentions, but  the  real  excellence  of  today  s medi- 
cal care,  we  need  to  concentrate  more  attention 
on  adherence  to  medical  ethics  by  our  colleagues 
...  to  utilization  review  by  physicians  of  the  use 
of  health  care  facilities  ...  to  peer  review  . . . 
and  discipline  by  the  profession  of  members  who 
do  not  measure  up  — not  just  to  the  level  expect- 
ed by  the  public,  but  to  the  higher  standards  we 
set  for  ourselves. 

Sixth,  we  must  continue  to  advance  our  knowl- 
edge of  the  causes  of  major  illnesses.  Our  profes- 
sion can  play  no  greater  role  in  the  health  better- 
ment of  today’s  people  and  of  generations  to 
come  than  by  generously  supporting  research 
that  will  expand  the  profession’s  ability  to  diag- 
nose and  to  cure  disease  and  prevent  it. 

Seventh,  we  must  help  generate  support  from 
individuals,  business,  labor,  government  and  all 
other  sources  for  the  expansion  of  medical 
schools  and  the  establishment  of  new  ones,  where 
necessary,  so  that  eventually  every  qualified  ap- 
plicant for  a medical  education  can  get  it. 

I believe  every  practicing  physician  should 
contribute  at  least  $100  a year  to  the  AMA-ERF 
for  medical  schools  or  give  directly  to  the  med- 
ical school  of  his  choice.  This  would  bring  $20 
million  a year  to  our  medical  schools  — a great 
boon  to  medical  education  and  a clear  indication 
to  industrial,  corporate,  foundation  and  individ- 
ual contributors  that  we  in  the  profession  are 
vitally  interested  in  supporting  medical  educa- 
tion, and  in  expanding  it.  Since  this  contribution 
is  tax  deductible,  the  actual  amount  given  would 
often  be  significantly  less  than  $100. 

Similarly,  we  must  encourage  quality  educa- 
tion for  larger  numbers  of  men  and  women  in 
all  the  allied  health  professions  and  services. 

Eighth,  we  should  demonstrate  the  effective- 
ness of  the  private  system  of  medical  care  and 
of  the  voluntary  health  insurance  and  prepay- 
ment mechanisms.  We  must  make  them  more 
effective,  more  widespread,  more  comprehensive 
and  as  economical  as  possible. 

Particularly,  we  should  continue  our  efforts  to 
achieve  wider  insurance  and  prepayment  cover- 
age outside  of  the  hospital,  in  the  physician’s 
office,  home,  or  in  extended  care  facilities  . . . 
and  of  additional  items  such  as  prescription 


drugs  and  private  duty  nursing. 

Government  financing  is  clearly  not  the  an- 
swer to  problems  involved  in  covering  health 
care  costs.  But  in  order  to  assure  that  the  volun- 
tary system  is  the  answer,  we  must  work  with 
carriers  to  make  health  insurance  and  prepay- 
ment increasingly  effective,  efficient  and  com- 
prehensive. 

Ninth,  we  must  collect  the  facts  on  the  eco- 
nomics of  medical  practice  and  of  all  health 
care  so  that  we  become  the  recognized  experts 
in  this  field. 

Little  is  known  now,  for  example,  of  variations 
in  the  economics  of  health  care  provided  by  the 
solo  practitioner  . . . the  group  . . . the  specialist 
. . . the  generalist  . . . the  hospital-based  physician 
. . . the  physician  in  a large  city  . . . and  the 
physician  in  a rural  area. 

Nationally,  I hope  to  see  the  American  Med- 
ical Association  become  this  nation’s  bank  of 
information  on  every  aspect  of  health  care  eco- 
nomics. At  the  state  level,  each  state  should  have 
a similar  responsibility. 

Finally  — number  ten  — whatever  activities 
we  undertake,  we  must  remain  free.  We  must  be 
and  act  as  a profession,  and  not  become  a group 
of  technologists.  We  must  guide  our  destiny, 
and  not  be  guided  by  others.  We  must  lead,  and 
not  be  led. 

Cooperation  with  others  in  planning  for  health 
care  does  not  mean  compliance  with  the  plans 
of  others  that  would  harm  the  patient  by  de- 
humanizing the  care  that  is  to  be  made  available 
to  him. 

Whether  we  are  family  physicians  or  special- 
ists in  a narrower  field,  each  of  us  must  maintain 
the  strength  of  the  physician-patient  relationship 
that  is  so  much  a part  of  successful  medical  care. 
No  plan  for  providing  care  can  be  good  if  it 
weakens  or  eliminates  that  relationship. 

As  physicians  we  have  learned  that  we  treat 
not  just  a disease,  but  the  whole  patient.  We 
are  now  learning  that  as  we  view  the  individual, 
we  also  must  see  the  group  of  which  he  is  a part. 

In  other  words,  as  I indicated  earlier,  we  min- 
ister not  just  to  the  man,  but  to  society.  I accept 
that,  as  all  of  us  must.  But  through  it  all,  we 
must  never  overlook  the  individuality  of  the 
patient  and  of  the  physician.  Both  must  be 
preserved. 

Accomplishment  of  these  aims  will  not  be  easy. 
Although  each  of  them  obviously  is  well  within 
the  profession’s  area  of  competence,  none  will 
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likely  be  reached  without  some  opposition  from 
agencies,  organizations,  groups  or  individuals 
with  whom  we  are  trying  to  cooperate. 

To  undertake  a program,  or  package  of  pro- 
grams, this  large,  the  association  will  have  to 
count  on  the  dedicated  efforts  of  many  of  its 
members. 

It  will  mean  the  enlargement  of  the  staff  of 
our  local,  state  and  national  associations.  It  will 
probably  mean  an  increase  in  dues.  But  the  divi- 
dend that  will  flow  to  the  American  and  to  our 
profession  as  we  implement  and  enlarge  our 
responsibilities  to  the  public,  will  be  greater 
than  the  slight  cost  to  us  in  dollars. 

One  very  special  group  must  be  assigned  to 
coordinate  and  oversee  the  entire  leadership 
project.  This  can  be  the  existing  Board  of  Trus- 
tees or  Directors,  or  it  can  be  a special  commit- 
tee appointed  for  that  purpose.  It  should  include 
participation  by  younger  physicians  in  the 
society. 

The  Association  as  a whole,  if  it  wants  to 
accomplish  objectives  as  vast  as  those  I have 
outlined,  will  need  an  over-all  attitude  of  leader- 
ship, not  by  a few  members,  or  by  the  officers, 
but  by  the  entire  membership,  in  their  own 
practice  and  in  association  activities. 

As  we  enter  this  era  of  fateful  developments 
for  the  health  of  our  country  and  its  people,  as 
well  as  for  the  future  of  our  profession  and  its 
services  to  the  public,  let  us  focus  on  directing 
the  course  of  the  future.  We  must  do  this  by 
planning  ...  by  being  prepared  ...  by  turning 
unexpected  developments  in  the  direction  of 
progress  ...  by  fostering  high  quality  of  medical 
care  ...  by  developing  broadened  availability 
of  it  . . . and  by  carrying  out  all  of  the  other 
activities  I have  talked  about  plus  the  many 
more  that  will  occur  to  you  and  to  other  asso- 
ciations who  undertake  this  exciting  responsi- 
bility. 

We  must  also  invigorate  the  growth  of  our 
profession  by  increasing  our  numbers  and  by 
motivating  our  young  members  and  passing  on 
to  them  a bright  and  unflickering  torch  of  devo- 
tion to  human  service. 

We  are  among  the  most  privileged  of  men  to 
have  this  challenge,  this  opportunity  to  direct  the 
course  of  human  destiny  and  improve  the  course 
of  human  welfare. 

Let  us  assume  the  challenge  with  confidence 
and  true  statesmanship. 

That  is  as  true  today  as  it  was  200  years  ago 


— and  it  applies  to  us  both  as  physicians  and 
citizens. 

Those  who  expect  to  reap  the  rewards  and 
prestige  of  being  physicians  also  have  the  obliga- 
tion to  participate  in  the  affairs  and  deliberations 
of  organized  medicine;  make  their  opinions  clear- 
ly known  in  the  county  and  state  medical  socie- 
ties and  in  the  AMA;  and  help  us  formulate 
constructive  policies  that  clearly  and  undeniably 
represent  the  majority  viewpoint  of  the  entire 
medical  profession. 

The  progress  that  has  come  through  the  Amer- 
ican way  of  life  — including  our  progress  in  med- 
icine — is  a matter  for  pride,  but  not  for  com- 
placency. We  must  avoid  the  far-too-pre valent 
feeling  that  we  live  in  a completed  society  that 
already  knows  all  the  answers.  Instead,  we  should 
be  searching  for  new  horizons  — for  new  ways 
to  approach  a more  nearly  perfect  fulfillment 
of  the  American,  democratic  potentiality. 

This  is  true  in  medicine  as  in  all  other  aspects 
of  our  national  life. 

We  must  be  constantly  alert  to  any  faults  or 
deficiencies  that  may  exist.  We  must  try  harder 
to  anticipate  needs  and  problems  — before  they 
can  be  used  as  pawns  in  the  deadly  game  of 
political  expediency.  We  must  search  continually 
for  new  methods,  new  paths  of  action,  new  ave- 
nues of  cooperation. 

To  do  this,  effectively,  we  must  have  fuller 
participation  and  self-expression  from  every 
member  of  the  medical  profession  — whether  he 
be  a teacher  in  a great  medical  center  or  a fam- 
ily doctor  in  a small  town. 

This  is  necessary  to  break  down  the  artificial 
barriers,  and  bridge  the  gaps,  that  now  separate 
academic  medicine  from  private  practice;  that 
cause  differences  between  the  various  specialties, 
and  that  have  created  a nonsensical  gulf  between 
specialists  and  general  practitioners. 

From  such  an  effort  we  can  gain  greater  unity 
than  ever  before. 

From  such  unity  we  can  mobilize  greater 
strength  than  ever  before. 

We  shall  need  this  strength  to  meet  the  chal- 
lenges that  lie  ahead. 

Honest,  constructive  differences  of  opinion  — 
Yes! 

But  also  — participation,  self-expression,  lead- 
ership, and  unity  of  purpose  . . . the  best  possible 
health  care  for  all  the  American  people,  at  the 
most  reasonable  possible  cost  to  individual  pa- 
tients and  taxpayers. 
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MEDICAL  HISTORY  FOR  STUDENTS 

An  unusual  tribute  to  an  author  and  his  work 
is  to  state  that  the  work  is  difficult  to  review. 
This  may  be  the  highest  compliment,  as  is  true 
of  “Medical  History  for  Students,”  for  having 
read  the  book  from  cover  to  cover  several  times, 

I still  cannot  quite  comprehend  how  John  Green 
has  condensed  the  information  it  contains  into 
197  pages,  19  chapters,  a Recommended  Reading 
List,  to  say  nothing  of  an  Index  of  Names  and 
Subjects,  and  33  illustrations.  Truly  a remark- 
able piece  of  writing,  and  the  author  may  be 
both  congratulated  and  envied  for  his  total 
command  of  medical  history  and  information 
from  the  time  of  Primitive  Medicine  to  Twen- 
tieth Century  Medicine. 

The  book  is  unusual  in  several  respects.  A 
quotation  from  Theodor  Billroth  sets  the  stage 
for  the  narrative  on  the  inside  cover,  “Only  the 
man  who  is  familiar  with  the  art  and  science  of 
the  past  is  competent  to  aid  its  progress  in  the 
future.”  Each  separate  chapter  bears  such  an 
appropriate  introduction,  the  quotations  varying 
from  Herodotus  to  Doctor  Charles  Mayo.  This 
immediately  delineates  the  subject  and  con- 
summates the  presentation  of  that  particular 
chapter.  The  printing  and  illustrations  are  ac- 
tually superb  and  distinctly  continue  the  atmos- 
phere of  the  historical  tome,  yet  not  stooping 
to  the  level  of  a standard  history  text  book. 

“Medical  History  for  Students”  condenses  his- 
tory of  medicine  and  the  progress  of  medicine 
from  primitive  times  through  the  ancient  prac- 
tices of  the  Assyrians,  Babylonians,  Egyptians, 
Chinese  and  Hebrews.  The  chapter  on  Greek 
Medicine  introduces  the  Cult  of  Aesculapius  and 
the  Golden  Age  of  Greek  Medicine.  Etruscan, 
Roman,  Byzantine  and  Arabic  Medicine  follow 
in  turn,  and  the  author  then  leads  the  reader  to 
the  introduction  of  Medieval  Medicine  and  the 
influence  of  medicine  in  these  times  which  lead 
to  the  ultimate  knowledge  of  anatomy,  physi- 
ology and  pathology,  and,  in  turn,  the  applica- 
tion of  these  sciences  to  medicine  in  the  Nine- 


teenth Century  and  after.  The  general  history 
of  culture  itself  is  never  forgotten.  The  author 
weaves  it  and  holds  it  closely  to  the  progress 
of  medicine  itself  and  to  the  ultimate  destination 
of  medicine. 

The  author,  John  R.  Green,  M.D.,  needs  little 
introduction  to  those  of  us  who  live  in  Arizona. 
Doctor  Green  graduated  from  Northwestern  Uni- 
versity Medical  School  in  1940.  After  an  intern- 
ship and  residency  training  in  Neurology  and 
Neurological  Surgery,  and  service  in  the  Pacific 
Theater  with  the  U.  S.  Navy  in  World  War  II, 
he  located  in  Phoenix,  Arizona.  Dr.  Green  is  a 
Diplomate  of  the  American  Board  of  Neuro- 
logical Surgery  and  has  served  as  an  Associate 
Examiner  for  this  Board.  He  is  a member  of 
many  professional  and  scientific  societies  and 
has  published  numerous  papers  and  two  books. 
He  is  the  Associate  Editor  for  Neurological 
Surgery  for  Arizona  Medicine,  and  the  sole 
editor  of  the  February  1968  issue  on  “Manage- 
ment of  Head  Injuries,”  for  which  demand  re- 
quests have  been  received  from  many  parts  of 
the  world. 

Doctor  Green  was  co-founder  of  the  Barrow 
Neurological  Institute  at  St.  Joseph’s  Hospital 
in  Phoenix,  and  at  present  serves  as  its  Chair- 
man. He  directs  the  entire  training  program  of 
this  institution,  and  finds  times  to  continue  with 
a heavy  neurosurgical  practice.  Doctor  Green 
serves  as  a lecturer  in  the  history  of  medicine 
at  Arizona  State  University,  this  book  being  the 
result  of  his  course  of  lectures  over  the  past 
ten  years. 

With  the  hope  that  the  literary  license  of  a 
reviewer  will  permit  a personal  statement,  I can 
only  say,  “John,  this  is  a great  book!” 

Medical  History  For  Students,  by  John  R.  Green, 
M.D.  Charles  C.  Thomas,  301-327  East  Law- 
rence Avenue,  Springfield,  Illinois.  197  pp. 
Price  $9.75. 
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HAROLD  W.  RICE,  M.D. 
1887-1968 

The  Medical  Profession  has  lost  another  rever- 
ed pioneer  physician.  Dr.  Harold  (Hal)  W.  Rice 
expired  in  St.  Mary’s  Hospital,  Tucson,  on  Oc- 
tober 7,  1968. 

Dr.  Rice  first  came  to  Arizona  in  1916.  Follow- 
service  in  World  War  I as  a Cavalry  Lientenant 
he  practiced  in  Santa  Monica,  California,  for 
several  years  before  returning  to  Arizona  in  1923. 
He  was  Chief  Surgeon  for  the  Phelps  Dodge 
Corporation  Hospitals  in  Morenci  and  Bisbee 
before  his  retirement  in  1950.  In  his  early  days  in 
Morenci  he  made  many  of  his  calls  on  horseback. 
All  who  knew  Hal  loved  him  and  his  devotion 
to  the  sick  and  injured  was  unsurpassed. 

Dr.  Rice  was  born  in  Escondido,  California, 
on  September  6,  1887.  After  completing  Prep 
School  at  Pomona  College  he  attended  Grinnell 
College,  Iowa,  for  a couple  of  years.  He  took  his 
pre-med  training  at  Creighton  University  and  re- 
ceived his  degree  of  Doctor  of  Medicine  from  the 
University  of  California  at  Berkeley.  His  intern- 
ship was  served  at  Los  Angeles  County  Hospital 
and  his  residency  in  surgery  at  St.  Mary’s  Hos- 
pital of  the  Mayo  Clinic,  Rochester,  Minnesota. 

Dr.  Rice  was  president  of  the  Arizona  Medical 
Association  in  1938-39.  He  was  a 32nd ° Mason, 
Scottish  Rite  and  Noble  of  El  Zaribah  Shrine 
Temple.  During  his  retirement  in  Tucson  he  was 
a volunteer  doctor  to  the  Red  Cross  Blood  Bank. 

His  wife,  Eleanor  Milliman,  of  Logan,  Iowa, 
predeceased  him  in  1953.  Dr.  Rice’s  survivors  are 
two  daughters,  Eleanor  Rice,  Tucson,  Editor  of 
the  Arizona  Daily  Star’s  Editorial  page,  and  Mrs. 
Patrick  Fitzgerald  of  Colorado  Springs,  Colo- 
rado. Three  grandchildren  also  survive. 

May  he  Rest  In  Peace. 

Harold  W.  Kohl,  Sr.,  M.D. 


February  17  b 18,  1969 
Tucson,  Arizona 

SPONSORING  AGENCIES 

Arizona  State  Nurses'  Association 
Arizona  Dietetic  Association 
Nutrition  Council  of  Arizona 
Pima  County  Health  Department 
Arizona  State  Health  Department 
Dairy  Council  of  Arizona 
Arizona  Hospial  Association 
Arizona  Heart  Association 
University  of  Arizona 

BANQUET 

February  1 7,  1969  - 7:30  P.M. 

Cliff  Manor  Hotel 
Tucson,  Arizona 

KEYNOTE  SPEAKER 

Dr.  Jean  Mayer 
Professor  of  Nutrition 
Harvard  University 

PROGRAM 

February  18,  1 969  - 8:30  A.M. 
College  of  Nursing 
University  of  Arizona 

SPEAKER 

Dr.  Jean  Mayer 

PANEL  DISCUSSION 

To  include  Psychologist,  Anthropologist, 
Nutritionist,  Physician,  Physical  Education 
Instructor. 


Future 
Medical  Meetings 
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Letters  to  Editor 


<_/  tranks: 

November  26,  1968 

Arthur  V.  Dudley,  Jr.,  M.D. 

President 

Arizona  Medical  Association,  Inc. 

Building  23,  Medical  Square 
1601  North  Tucson  Blvd. 

Tucson,  Arizona  85716 
Dear  Doctor  Dudley: 

On  behalf  of  the  Arizona  State  Nurses’  Asso- 
ciation, I should  like  to  express  appreciation  for 
the  Arizona  Medical  Association  Nurse  Recog- 
nition Award  presented  during  Arizona  Nurse 
Week. 

This  most  generous  gift  will  be  used  as  stip- 
ulated to  provide  a continuing  educational  ex- 
perience to  a Registered  Nurse  or  nurses  in  an 
effort  to  improve  nursing  care  to  patients. 

Please  communicate  our  gratitude  to  the  mem- 
bers of  your  association  who  helped  to  make 
this  award  possible.  We  do  pledge  ourselves  to 
continuing  efforts  in  cooperation  with  the  phy- 
sicians of  Arizona  for  improving  health  services 
in  this  State. 

Sincerely, 

Rosamond  Gabrielson,  R.N. 
President,  Arizona  State 
Nurses’  Association 


C/< 


ass 


Roland  F.  Schoen,  M.D. 

Editor  Arizona  Medicine 
4601  N.  Scottsdale  Road 
Scottsdale,  Arizona  85251 
Dear  Doctor: 

I read  with  interest  your  pitch  for  increased 
dues  in  the  November  Arizona  Medicine  and  let 
this  be  another  letter  that  crosses  your  desk.  On 
the  Editor’s  Page  you  show  a 50%  increase  in 
the  cost  of  an  office  call  and  a 58%  increase  in 


dues  but  a nice  500%  increase  in  the  budget  over 
the  same  years. 

I believe  that  you  and  a few  others  are  missing 
the  point  in  this  matter  of  dues  increase.  It 
would  appear  that  the  ARMA  is  getting  to  be 
like  the  U.  S.  Government,  it  keeps  rapidly  in- 
creasing its  budget  with  utter  disregard  for 
reasonable  economic  principles.  I am  sure  the 
ARMA  auditors  have  convincing  arguments,  but 
so  have  the  government  auditors,  who  now  have 
given  us  our  greatest  budget  in  our  history. 
Wouldn’t  it  seem  logical  to  stop  this  tendency 
to  increase  the  budget  and  try  to  live  within  a 
reasonable  one. 

One  wonders  why  an  investment  officer  of  the 
Valley  National  Bank  was  called  in  to  advise 
the  ARMA  on  investing  $190,000  of  ARMA 
funds.  How  does  one  invest  this  type  of  money 
on  one  hand  and  cry  poverty  on  the  other  — I 
know  the  stock  answer  — Our  auditors  say  that 
etc.,  etc.,  etc.,  — sounds  like  another  federal  bur- 
eau’s excuses. 

You  say  we  should  go  FIRST  CLASS,  you  may, 
I can’t.  I would  like  to  have  purchased  a new 
Cadillac  for  my  wife  this  year,  as  well  as  an 
XKE  for  myself,  but  I didn’t  — my  budget  didn’t 
allow  it.  Our  family  did  not  go  to  Europe  for 
the  summer  — my  budget  didn’t  allow  it.  I do 
own  a Ford  and  a Chevrolet  and  do  have  a 
camper  — my  budget  allows  this  — quite  a ways 
from  FIRST  CLASS.  Wouldn’t  it  be  wonderful 
if  we  could  always  go  FIRST  CLASS,  partic- 
ularly like  the  U.  S.  Government.  I would  believe 
that  the  ARMA  has  a lot  to  learn  budgetwise. 

I am  not  for  or  against  a dues  increase  or 
decrease,  but  at  our  house  when  my  shirts  get 
dirty  we  get  them  washed  — we  don’t  throw 
them  away  and  buy  new  ones.  Use  your  column 
to  clean  up  the  ARMA,  not  to  whitewash  it. 
Thanks  for  listening. 

Sincerely  yours 

William  R.  Shepard,  M.D. 
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C^rofcssiotici  IX  lability 

November  4,  1968 

Paul  B.  Jarrett,  M.D. 

2021  North  Central  Avenue 
Phoenix  4,  Arizona 
Dear  Dr.  Jarrett: 

Herb  James  forwarded  your  letter  of  10/29/68 
to  me  as  Chairman  of  the  Professional  Insurance 
Committee  of  the  Alaska  State  Medical  Asso- 
ciation. I was  appointed  Chairman  of  this  com- 
mittee approximately  two  weeks  ago  and  am 
now  in  the  process  of  gathering  data  to  outline 
an  approach  to  the  problem  we  face  here  in 
Alaska  relative  to  professional  liability  insurance. 

The  range  of  annual  malpractice  premiums 
around  Alaska  practicing  physicians  is  so  great 
that  it  is  almost  unbelievable.  There  are  several 
practicing  physicians  in  Alaska  who  have  pro- 
fessional liability  coverage  in  goodly  amount  for 
under  $100.00  per  year  premium.  The  opposite 
extreme  for  minimal  coverage  is  in  excess  of 
$6,000.00  per  year  premium.  I know  of  three 
specific  physicians  who  have  been  quoted  the 
premium  from  $6,000.00  on  up.  In  two  instances 
this  coverage  was  for  $10,000  and  $30,000  and  in 
the  third  instance  I am  unaware  of  what  type 
of  coverage  was  to  be  provided.  The  third 
instance,  is  one  that  I have  been  notified  of  just 
in  the  last  ten  days.  We  have  discussed  this 
problem  in  our  State  Medical  Association  and 
among  committees  for  the  past  two  to  three 
years  without  finding  a solution  to  it.  We  have 
discussed  this  with  many  insurance  representa- 
tives, insurance  commissioner,  with  attorneys 
and  with  state  legislatures.  Our  1968  State  Med- 
ical Association  meeting  devoted  a considerable 
time  on  its  program  to  the  discussion  of  this 
particular  question.  We  had  one  expert  attorney, 
M.D.  from  Ohio  to  discuss  this  problem  with  us 
and  also  the  President  of  the  Canadian  Protective 
Association  (Medical)  to  lecture  to  us  on  sev- 
eral occasions  about  this  problem. 

I can  not,  at  this  time,  cite  specific  instances 
of  physicians  who  have  left  the  state  because 
they  were  unable  to  obtain  professional  liability 
insurance,  but  I can  tell  you  that  there  are  a 
number  of  physicians  who  have  lost  their  pro- 
fessional liability  coverage  in  the  last  three  years 
and  who  are  practicing  without  any  kind  of 
coverage  at  all.  It  is  entirely  possible  that  some 
physicians  have  left  the  State  for  this  very  rea- 
son; although,  as  I say,  I can  not  tell  you  how 


many  specific  instances  there  are.  I do  know 
that  there  are  a number  of  physicians  who  have 
made  inquiry  about  locating  in  the  State  of 
Alaska  that  have  asked  about  professional  lia- 
bility coverage  and  in  some  instances  the  high 
premium  rates  and  difficulty  of  obtaining  cov- 
erage may  well  have  deterred  the  physicians 
from  moving  to  Alaska.  Again,  I can  not  cite 
specific  examples  because  I do  not  have  all  of 
the  facts  in  my  possession  as  yet.  I can  cite  two 
specific  examples  of  physicians  who  came  up 
after  their  internship  in  1968,  both  of  which  I 
am  personally  thoroughly  familiar  and  in  these 
two  instances  the  physicians  stated  that  it  was 
impossible  for  them  to  obtain  professional  lia- 
bility coverage  for  practice  in  Alaska  at  any  price. 

I will  keep  you  informed  as  we  gather  factual 
data  as  to  specific  instances  of  difficulty  with 
professional  liability  coverage.  I would  also  ap- 
preciate your  informing  me  of  the  extent  of  the 
problem  you  face  in  Arizona. 

Very  sincerely, 

Paul  G.  Isaak,  M.D. 


November  9, 1968 

Paul  G.  Isaak,  M.D.,  Chairman 
Professional  Insurance  Committee 
Alaska  State  Medical  Association 
Peninsula  Medical  Center 
Box  569 

Soldotna,  Alaska  99669 
Dear  Doctor  Isaak: 

Your  response  to  my  letter  to  Dr.  James  is 
much  appreciated. 

During  my  tenure  as  President  of  the  Arizona 
Medical  Association,  we  held  a panel  discussion 
during  our  annual  meeting  on  the  medical  mal- 
practice problem,  and  invited  all  of  the  judges 
in  the  state  to  attend.  The  purpose  of  the  panel, 
which  was  composed  of  attorneys  as  well  as 
physicians,  was  to  present  to  their  honors  the 
dilemma  in  which  we  are  progressively  finding 
ourselves.  The  program  fell  flat.  Only  a few 
judges  accepted  our  invitation,  and  we  pussy- 
footed around  in  presenting  our  case. 

This  was  the  year  that  the  Alaska  Supreme 
Court  reversed  the  decision  of  the  Appellate 
Court  which  sent  your  mal-practice  premiums 
soaring  to  over  $6,000.00  per  year  for  $10,000  to 
$30,000  coverage.  We  had  a report  that  a com- 
mittee of  the  Alaska  State  Legislature  was  study- 
ing the  feasibility  of  subsidizing  the  mal-practice 
premiums  of  the  Alaskan  physicians.  Apparently 
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nothing  has  come  of  this. 

Our  situation  in  Arizona  is  not  as  bad  as  yours, 
but  growing.  Our  premiums  have  steadily  risen 
until  a category  five  physician  must  pay  $1,500.00 
a year  for  $100,000-$300,000  coverage,  and  many 
companies  have  withdrawn  from  the  professional 
liability  field.  Most  of  them  insist  on  writing  all 
other  coverage  before  they  will  write  mal- 
practice coverage.  I received  a letter  from  my 
carrier  a few  weeks  ago  informing  me  that  as  of 
October  11,  1968,  they  were  not  writing  any 
mal-praetice  coverage  nor  were  they  renewing 
any  old  policies.  Obviously  the  field  isn’t  very 
lucrative. 

The  fault  seems  to  lie  with  the  leniency  of 
our  courts  and  the  departure  from  the  old  mal- 
practice concept  that  liability  only  existed  as  a 
result  of  failure  to  apply  the  usual  standard  of 
skill  and  care  practiced  in  the  community.  The 
legal  doctrines  of  res  ipsa  loquitur;  uninformed 
consent;  and  mental  suffering  are  designed  to 
put  the  question  to  a jury  without  expert  pro- 
fessional testimony.  The  defendant  physician  is 
handed  the  burden  of  proof  that  he  was  not 
negligent  rather  than  making  the  plaintiff  prove 
that  he  was.  The  effect  is  to  make  the  physician 
not  only  the  guarantor  of  the  patient’s  safety 
but  results  as  well. 

The  rule  that  the  statute  of  limitations  does 
not  apply  until  after  the  alleged  “discovery”  of 
mal-practice,  could  find  the  doctor  attempting 
to  defend  himself  twenty-five  or  (even  his  es- 
tate defending  him)  fifty  years  after  the  “inci- 
dent.” 

The  effect  of  all  of  this,  as  you  well  know,  is 
to  force  the  physician  to  practice  “defensive 
medicine.”  Each  patient  has  become  a threat  to 
his  reputation  and  security  and  each  new  patient 
causes  him  to  wonder  if  he  will  be  the  one  who 
sues  him.  The  cost  to  the  sick  public  contributes 
greatly  to  the  rising  cost  of  over-all  medical  care. 
The  countless  laboratory  tests,  x-rays  and  con- 
sultations that  are  ordered  with  defense  in  mind, 
put  the  doctor  in  better  position  to  show  that 
no  stone  was  unturned  in  caring  for  the  patient. 
The  cost  of  unnecessary  tests  and  x-rays,  con- 
sultations and  excessive  mal-practice  premiums 
must  be  borne  by  the  sick  public  who  in  many 
instances  cannot  afford  them.  In  addition,  many 
bright  young  men  are  turning  to  engineering 
who  formerly  would  have  been  attracted  to  med- 
icine. At  a time  of  increasing  shortages  of  med- 


ical personnel,  more  physicians  are  retiring 
rather  than  face  the  rapidly  rising  mal-practice 
threat  and  very  rapidly  rising  costs  of  insurance. 
The  game  simply  isn’t  worth  the  candle.  If  all 
the  physicians  who  reach  65  retire,  this  country 
will  be  faced  with  a shortage  of  crisis  propor- 
tions. Recently  an  older  physician  who  has  assist- 
ed me  with  the  more  major  surgical  operations, 
and  with  whom  I work  very  well,  decided  that 
he  would  assist  only  on  cases  he  originated  since 
if  he  assisted  with  others,  he  would  be  in  the 
category  four  class  with  a premium  of  $1,200.00 
a year,  more  importantly  he  faced  the  prospect 
of  also  being  named  in  any  suit  against  me. 
There  are  two  reasons  for  naming  as  many  as 
possible  as  defendants,  it  increases  the  monetary 
limits  of  liability  and  decreases  the  chance  of 
the  case  being  dismissed  in  the  event  there  is 
shown  contributory  negligence  on  the  part  of  a 
party  not  named  in  the  complaint. 

At  present  we  have  over  sixty  mal-practice 
cases  pending  in  the  Phoenix  area.  Some  of  these 
involve  D.O.’s,  but  as  a profession  we  are  being 
sorely  put  upon  and  not  in  the  best  interests  of 
our  patients. 

In  the  ensuing  year,  we  intend  to  seek  a 
modicum  of  legislative  relief.  The  fact  that  law 
suits  involve  some  of  our  most  conscientious  and 
best  trained  doctors  attests  to  the  fact  that  the 
standards  of  mal-practice  do  not  apply. 

The  cost  of  defending  nuisance  suits  ( wherein 
the  hope  is  for  a settlement  less  than  the  cost 
of  defense)  has  contributed  greatly  to  the  great 
rise  in  premiums  as  well  as  astronomical  judg- 
ments. Recently  an  award  of  a million  and  a half 
was  made  in  Florida.  Many  physicians  here  have 
felt  the  need  for  an  umbrella  policy  to  extend 
their  limit  of  liability  to  a million  dollars  lest 
they  worry  for  several  years  while  the  case  is 
pending,  that  the  amount  prayed  for  will  be 
awarded  and  bankrupt  them. 

We  need  help  from  outside  the  profession  if 
we  are  to  continue  to  do  the  job  we  idealistically 
set  out  to  do.  The  situation  is  getting  out  of 
hand,  and  we  must  obtain  more  publicity  con- 
cerning the  problem  (which  is  really  the  pub- 
lic’s problem)  and  eventually  perhaps  the  pen- 
dulum will  swing  the  other  way. 

Again  thanks  for  your  letter  and  your  offer 
to  keep  me  informed  as  you  gather  factual  data. 

Sincerely, 

Paul  B.  Jarrett,  M.D. 
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TWELFTH  ANNUAL  CARDIAC  SYMPOSIUM* 

January  31  - February  2,  1969 
Arizona  Biltmore  Hotel 
Phoenix,  Arizona 


FRIDAY,  JANUARY  31,  1969 

8:15-  9:00  Registration  in  the  Lobby 

9:00-  9:05  Greetings  — Auditorium 

9:05-  9:45  "Is  Atherosclerosis  Preventable?" 

— Daniel  Steinberg,  M.D.,  Profes- 
sor of  Medicine,  University  of  Cali- 
fornia, San  Diego,  California 

9:45-10:30  "Recent  Findings  on  Coronary  Risk 
Factors"  — Jeremiah  Stamler,  M.D., 
Executive  Director,  Chicago  Flealth 
Research  Foundation,  Chicago,  III. 

10:30-1  1:00  Coffee  Break  — Lobby 

11:00-11:40  "Physical  Findings  in  Patients  with 

Coronary  Fleart  Disease"  — Frank 
I.  Marcus,  M.D.,  Chief  of  Cardiol- 
ogy, University  of  Arizona,  Tuc- 
son, Arizona 

11:40-12:15  Question  and  Answer  Period  — 

Guest  Speakers  Participating 

12:15-  1:30  Lunch  — Gold  Room 

1:30-  2:10  "Status  of  Surgery  for  Acquired 
Fleart  Valve  Disease"  — Norman  E. 
Shumway,  M.D.,  Professor  of  Sur- 
gery, Stanford  University  School  of 
Medicine,  Palo  Alto,  California 

2:10-  2:50  "Recent  Progress  in  the  Under- 

standing of  Hyperlipoproteinemia" 
— Daniel  Steinberg,  M.D.,  Profes- 
sor of  Medicine,  University  of  Cali- 
fornia, San  Diego,  California 

2:50-  3:10  Coffee  Break  — Lobby 

3:10-  4:00  Panel  — "New  Concepts  in  Coro- 
nary Artery  Disease"  — Guest 
Speakers  Participating 


SATURDAY,  FEBRUARY  1,  1969 

8:15-  9:00  Registration  continued  — Lobby 

9:00-  9:05  Greetings  — Auditorium 

9:05-  9:45  "Latest  Results  of  Studies  on  Coro- 
nary Prevention"  — Jeremiah  Stam- 
ler, M.D.,  Executive  Director,  Chi- 
cago Health  Research  Foundation, 
Chicago,  Illinois 

9:45-10:30  "Treatment  of  Cardiogenic  Shock" 
— Richard  Lillehei,  M.D.,  Professor 
of  Surgery,  University  of  Minne- 
sota School  of  Medicine,  Minneap- 
olis 

10:30-1  1:00  Coffee  Break  — Lobby 

1 1 :00-l  1 :40  "Angina  Pectoris  — Hemodynamics 
and  Therapy"  — Frank  I.  Marcus, 
M.D.,  Chief  Of  Cardiology,  Uni- 
versity of  Arizona,  Tucson,  Arizona 

11:40-12:15  Question  and  Answer  Period  — 
Guest  Speakers  Participating 

12:15-  1:30  Lunch  — Gold  Room 

1:30-  2:30  "Heart  Transplants"  — Norman  E. 

Shumway,  M.D.,  Professor  of  Sur- 
gery, Stanford  University,  School 
of  Medicine,  Palo  Alto,  California 

2:30-  3:10  "A  Survey  of  Transplantation  — 
Past,  Present  and  Future"  — Rich- 
ard Lillehei,  M.D.,  Professor  of 
Surgery,  University  of  Minnesota, 
School  of  Medicine,  Minneapolis 

3:10-  3:30  Coffee  Break  — Lobby 

3:30-  4:30  Questions  and  Answers  on  Trans- 
plantation — Guest  Speakers  Par- 
ticipating 

SUNDAY,  FEBRUARY  2,  1969 

9:30  Clinical  Case  Presentations 


For  additional  information  contact:  Arizona  Heart  Association,  1720  East  McDowell  Road,  Phoenix  85006 

Telephone:  252-7681 

*ln  cooperation  with:  American  Academy  of  General  Practice,  Arizona  State  Department  of  Health 
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In  the  fine,  old  Mountain  Grove  Cemetery  in 
Bridgeport,  Connecticut,  stands  a marble  head- 
stone marking  the  grave  of  Doctor  Henry  Stuart 
Hewit.  It  is  the  grave  of  a man  who  had  a 
blue  ribbon  American  ancestry,  who  helped 
make  the  American  western  history,  who  was 
the  first  Doctor  at  Fort  Yuma,  and  who  has 
many  illustrious  descendants. 

To  the  Reverend  Nathaniel  Hewit,  a Presby- 
terian Minister, 

“a  man  . . . among  the  most  extraordinary  of 
our  own  or  any  day  . . . that  imperial  form 
and  visage  of  his  ...  in  which  a regal  maj- 
esty and  prophetic  solemnity  were  strangely 
blended,  was  but  the  index  of  the  man,  and 
the  outbeaming  of  his  soul,” 
and  to  his  wife  with  the  honorable  maiden  name 
of  Rebecca  Woolsey  Hillhouse,  a daughter  of 
the  United  States  Senator  from  New  Haven, 
Connecticut,  the  Honorable  James  Hillhouse, 
there  was  born  the  day  after  Christmas  in  the 
year  of  our  Lord,  1825,  their  sixth  child  and 
fourth  son,  Henry  Stuart. 

Henry  S.  prepped  at  Bridgeport  for  Yale  which 
he  attended  from  1842  to  1844  before  beginning 
the  study  of  Medicine  first  with  Dr.  Knight  of 
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HENRY  STUART  HEWIT,  M.D. 

Frier  Collection 

New  Haven,  then  continued  with  Doctors  Elli- 
ott of  Hartford  and  Mott  of  New  York.  He 
received  his  sheepskin  (a  real  sheepskin)  em- 
bossed with  the  degree,  Medicinae  Doctoris, 
signed  by  the  individual  members  of  the  Medical 
faculty  and  sealed  with  the  great  seal  of  the 
University  of  New  York  in  March  of  1847.  In 
the  same  month  and  year  he  was  admitted  into 
the  Aesculapian  Society  of  his  Alma  Mater. 
Among  his  firsts  was  his  first  appointment:  As- 
sistant Physician  at  Bellevue  Hospital  & Alms 
House  in  New  York  for  one  year  beginning  with 
1 June  1847. 

And  being  young,  there  was  romance.  Henry 
S.  became  engaged  to  Catherine  Sophia  Hurd 
when  they  were  both  eighteen  years  of  age. 
Eleven  months  after  reciting  the  Hippocratic 
Oath,  on  2 February  1848,  when  they  were  both 
twenty-two  years  old,  they  married  in  the  pres- 
ence of  the  Reverend  Gordon  Saltonstall  Coit 
with  the  bridegroom’s  father,  the  Reverend  Doc- 
tor Nathaniel  Hewit,  D.D.,  saying  the  opening 
prayer  at  the  home  of  the  bride’s  parents,  Samuel 
F.  Hurd,  on  State  Street  in  Bridgeport,  Connect- 
icut, at  9:00  A.M. 

And  being  Americans,  there  was  patriotism. 
There  was  the  Mexican  war.  Through  an  influ- 
ential letter  from  his  father  to  the  Honorable 
Roger  A.  Baldwin  of  the  United  States  Congress 
an  appointment  to  the  Medical  Department  of 
the  U.S.  Army  was  secured  for  Henry  S.  Hewit. 
Henry,  by  signing  a contract  with  Dr.  Thos.  G. 
Mower,  became  a Contract  Surgeon  in  the 
Army,  and  received  his  first  duty  assignment: 
the  Mexican  War. 

Leaving  behind  a bride  of  six  weeks  he  sailed 
from  New  York  harbor  on  19  March  1848  aboard 
the  ship  CHRISTIANA  in  charge  of  310  recruits 
bound  for  Vera  Cruz,  which  they  reached  on 
3 April,  and  the  Mexican  War.  Quite  soon  after 
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arriving  at  his  Vera  Cruz  hospital  post,  the 
young  doctor  was  taken  ill  with  yellow  fever 
and  for  awhile  his  life  hung  in  the  balance. 
Fortunately,  a telegram  informing  his  wife  of 
his  convalescence  arrived  before  the  telegram 
informing  her  of  his  nearly-fatal  sickness.  And 
these  too  were  followed  by  a letter  from  a fel- 
low Doctor  writing  at  the  request  of  Doctor 
Hewit  to  his  father: 

“I  arrived  at  Vera  Cruz  from  the  city  of 
Mexico  on  the  10th  (June)  and  found  Doctor 
Hewit  as  well  as  usual  — the  next  day  he 
was  taken  with  a violent  chill,  followed  by 
a high  fever  which  continued  about  36 
hours  I think  and  gradually  subsided.  When 
I left  he  was  free  from  fever  and  quite 
comfortable  . . .” 

Anticipating  the  end  of  the  Mexican  War,  on 
1 August  1848  Surgeon  Hewit  made  an  unsuc- 
cessful bid  to  become  the  Medical  Officer  to 
the  U.S.  Boundary  Commission  which  was  to 
establish  the  boundary  between  the  United 
States  and  Mexico. 

Four  or  five  months  later,  after  the  close  of  the 
Mexican  War,  Doctor  Hewit  returned  to  his 
wife  in  Bridgeport.  But  eight  days  before  the 
birth  of  his  first  son,  Nathaniel,  Doctor  Hewit 
reported  to  the  Surgeon  General  his  departure 
from  his  family  and  from  New  York  harbor 
aboard  the  FANNY  FORESTER  with  a detach- 
ment of  3rd  U.S.  Artillery  bound  for  California 
via  Cape  Horn.  After  stopping  at  Valparaiso  and 
Monterey,  the  ship  arrived  at  San  Francisco, 
California  on  23  April  1849.  And  two  months 
later  at  Benecia,  California,  the  Doctor  accepted 
a commission  as  Assistant  Surgeon  in  the  Army. 

After  the  lapse  of  another  month  high  authori- 
ties ordered  the  Doctor  to  join  the  exploring 
expedition  with  Captain  William  H.  Warner  up 
the  headwaters  of  the  Sacramento  and  Humboldt 
Rivers  to  select  a route  for  a railroad  to  be  built 
across  the  country.  On  this  expedition  Captain 
Warner  was  feathered  and  killed  by  Indian 
arrows  and  the  few  soldiers  who  survived  re- 
turned ill  and  exhausted.  The  Doctor  also  was 
so  sick  that  he  requested  a leave  of  absence 
which  began  when  he  departed  from  San  Fran- 
cisco on  25  December  1849  for  the  Sandwich 
Islands  (Hawaiian  Islands).  There  he  remained 
and  reported  sick  during  January  through  April 
1850  until  by  the  middle  of  May  he  reported 
himself  back  on  active  duty  at  the  Presidio  of 


San  Francisco.  And  in  the  following  July  he 
bivouaced  with  the  troops  stationed  at  Mission 
San  Luis  Rey,  California,  and  there  he  continued 
attached  to  the  2nd  Infantry  until  October. 

At  this  time  Doctor  Hewit  became  the  first 
Doctor  of  Fort  Yuma  and  one  of  the  first  doc- 
tors in  the  Southwest.  For  Assistant  Surgeon 
Hewit  accompanied  the  2nd  Infantry  under  the 
command  of  Brevet  Major  Samuel  Peter  Fleint- 
zelman  from  Mission  San  Diego,  California,  on 
25  October  1850  across  the  mountains  of  the 
Coast  Range  and  the  shifting  sand  dunes  to  the 
Colorado  River.  Major  Heintzelman  reported 
the  arrival  at  Camp  Yuma  (about  one-half  mile 
below  the  junction  of  the  Gila  and  Colorado 
Rivers)  of  “D”  and  “H”  Companies  as  27  Nov- 
ember 1850.  Following  the  main  body  of  the 
troops,  Surgeon  Hewit  reported  his  own  arrival 
on  the  Colorado  as  1 December.  Their  original 
riverbottom  camp  was  just  below  the  mouth  of 
the  slough  among  the  arrow  weed,  willow,  mes- 
quite  and  cottonwood  trees.  It  was  at  the  old 
ferry,  near  Jaegers. 

The  San  Diego  Herald  for  29  May  1851: 
“Camp  Yuma,  Colorado  River.  — Compa- 
nies D,  H and  I,  2nd  Infantry,  Bvt.  Maj. 
Sam’l  P.  Heintzelman  commanding.  Capt. 

D.  Davidson,  1st  Lieuts.  Ed  Murray,  Henry 
B.  Hendershott,  2nd  Lieut.  Thomas  W. 
Sweeny,  Asst.  Surg.  H.  S.  Hewit.” 

“Peace,  peace  and  there  is  no  peace!”  From 
this  time  on  there  was  “bad  blood”  between  the 
Commanding  Officer  and  his  Surgeon  as  well  as 
practically  all  of  his  subordinate  officers.  This 
bad  feeling  between  the  C.O.  and  the  M.D.  was 
epitomized  in  the  charges  preferred  on  15  March 
1851  against  the  C.O.: 

“At  retreat  this  evening  Lt.  Hendershott  hand- 
ed me  a communication  from  Dr.  Hewit  ...  I 
was  quite  surprised  on  opening  it  to  find  a huge 
list  of  charges  against  me:  1st,  Charges  of  cruel 
and  inhuman  conduct;  2nd,  neglect  of  duty; 
3rd,  abuse  of  official  position;  4th,  culpable 
indifference  to  the  health  of  the  command  and 
to  the  comfort  and  safety  of  the  sick  — a sheet 
full  of  foolscap.  The  two  first  have  relation  to 
the  Oatman  family;  . . . the  4th  not  putting 
sheds  over  the  men’s  tents  and  not  providing  a 
suitable  structure  for  a Hospital  at  his  urgent 
solicitation  . . . expect  to  be  able  to  prove  I did 
all  that  humanity  required  and  that  these  charg- 
es were  preferred  through  ill  will  and  malice.” 
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On  17  June  of  the  same  year  from  Camp  near 
Santa  Ysabel,  California,  against  the  M.D.,  Bre- 
vet Major  Heintzelman  charged  in  substance 
that: 

1.  The  Doctor  did  not  bring  with  him  his 
proper  uniform  and  sword  but  had  left  them  at 
San  Diego  to  avoid  parade: 

2.  The  Doctor  called  at  the  C.O.’s  tent  and  in 
an  imperative  manner  demanded  that  wagons  be 
sent  out  immediately  to  collect  dry  grass  or  straw 
to  fill  twelve  bed  sacks  for  the  sick  even  though 
there  were  only  two  men  in  the  tent  hospital; 

3.  The  Doctor  attributed  several  cases  of  dys- 
entery and  scurvy  to  the  use  of  bad  provisions 
and  wanted  to  convene  a board  of  survey  to 
examine  the  food  supplies; 

4.  The  Doctor  wrote  a communication  requir- 
ing the  C.O.  to  place  shelters  over  the  men’s 
tents  and  over  those  of  the  sick; 

5.  The  Doctor  on  2 April  wanted  the  hospital 
tents  struck  and  moved  to  the  bluff  overlooking 
the  junction  of  the  rivers  where  the  tents  of  the 
Command  had  already  been  moved  starting  on 
10  March; 

6.  The  Doctor  recommended  that  the  guard 
be  excused  from  parading  in  full  dress  and  that 
cotton  clothing  should  be  issued. 

While  these  were  some  of  the  charges  hurled 
against  Doctor  Hewit,  Major  Heintzelman  was 
sweating  out  the  Oatman  Massacre. 


One  of  the  principal  reasons  for  the  establish- 
ment of  Fort  Yuma  was  to  protect  the  emigrants. 
On  21  February,  Friday,  Juan  the  Sonoranian 
came  to  Fort  Yuma  with  a message  from  an 
emigrant  named  Royse  Oatman  requesting  ani- 
mals, equipment  and  food.  This  Mr.  Oatman  was 
about  120  miles  east  of  Fort  Yuma  and  he  was 
traveling  alone  with  his  wife  and  seven  children. 
This  Juan  was  the  man  who  had  told  Heintzel- 
man that  he  had  seen  rafters  of  solid  silver  in 
Mexico.  This  Juan  was  the  guide  and  companion 
for  Doctor  John  Lawrence  Le  Conte,  the  dis- 
tinguished Entomologist,  who  after  finally  arriv- 
ing at  Fort  Yuma  on  24  February  demanded  that 
help  be  sent  immediately  to  the  Oatmans. 

Heintzelman,  by  26  February,  had  sent  a 
Corporal  and  another  soldier  on  muleback  and 
leading  two  mules  packing  tea  and  sugar  for 
the  expectant  Mrs.  Oatman  and  other  provisions 
for  her  entire  family. 

By  8 March  the  soldiers  had  returned  with 
news  of  the  worst  — a massacre.  The  soldiers 
had  found  the  Oatman  wagon  stripped  and  two 
dead  bodies  covered  over  with  large  stones.  The 
Corporal  threw  off  some  of  the  stones  and  satis- 
fied himself  that  it  was  a man.  But  they  could 
not  decide  about  the  other  body.  Wild  animals 
had  eaten  the  bodies  of  the  others.  There  was 
nothing  of  any  consequence  left  in  or  about  the 
wagon.  The  soldiers  picked  up  and  brought  back 
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some  old  letters  and  a keepsake  of  hair. 

Heintzelman  had  intended,  with  the  strong 
encouragement  of  Captain  Davidson  and  others, 
to  send  out  a small  force  with  an  officer  but 
news  of  an  Indian  uprising  to  the  south  forced 
cancellation  of  that  relief  expedition. 

It  was  not  until  Monday,  31  March,  that  Lor- 
enzo Dow  Oatman  arrived  at  Fort  Yuma.  He  had 
been  daily  expected  and  Major  Heintzelman 
would  go  down  to  the  Colorado  ferry  almost 
daily  to  gladhand  him.  Lorenzo’s  story  was 
basically  that  on  18  February  1851  a band  of 
Indians  had  clubbed  the  Oatman  family  to 
death  with  the  exception  of  himself  and  his  two 
sisters:  Olive  Ann  who  was  thirteen  years  old 
and  Mary  Ann  about  eight  years  old,  both  of 
whom  were  being  held  captive  by  the  Indians. 

The  officers  at  Fort  Yuma,  such  as  Captain 
Delozier  Davidson,  Lt.  Thomas  Sweeny,  and 
Doctor  Hewit,  together  with  the  civilian  Dr. 
Le  Conte  or  Dr.  “Bugs,”  kept  needling  Major 
Heintzelman  about  the  fate  of  the  Oatman  fam- 
ily and  the  Indian  captivity  of  the  Oatman  girls. 
They  kept  up  pressure  on  their  Commander  by 
taking  very  special  care  of  Lorenzo  and  reurging 
a stronger  military  rescue  expedition. 

At  this  time,  Doctor  Hewit  wrote  a letter 
at  the  instance  of  Lorenzo  to  Mr.  and  Mrs.  Asa 


M.  Abbott  at  Hemlo,  Illinois.  Lorenzo’s  mother, 
Mrs.  Royse  Oatman,  and  Mrs.  Asa  Abbott  were 
sisters.  The  Doctor’s  letter  was  four  months  on 
its  way  and  was  so  much  defaced  that  it  could 
not  be  completely  deciphered.  Consequently, 
many  unanswered  questions  about  the  fate  of 
the  Oatman  family  troubled  Mr.  Abbott: 
“Were  they  in  need  of  provisions  or  clothing? 
Why  were  they  traveling  alone  and  where  were 
the  rest  of  the  company?  Were  the  females 
obliged  to  travel  on  foot?  Were  they  in  good 
health?  Did  they  make  any  resistance  or  were 
they  shot  down  like  dogs?  Were  they  put  to 
death  instantaneously  or  by  lingering  tortures?” 
In  his  Journal  Heintzelman  wrote: 

“Dr.  Hewitt  should  study  international  law 
before  he  prefers  charges  for  not  violating  its 
precepts.  He  knows  more  about  the  compound- 
ing of  pills  than  international  law.  Dr.  Le  Conte 
visited  with  Davidson.  He  did  not  come  near 
me  and  I hope  I will  never  see  him  again  at 
this  post.” 

By  17  May  1851  Heintzelman  wrote  again  in 
his  Journal: 

“Dr.  Le  Conte  had  a letter  published  in  the 
San  Francisco  Herald  giving  his  version  of  the 
murder  of  the  Oatman  family.” 

Later,  he  indicated  that  it  was  actually  Dr. 
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Hewit  who  had  written  that  newspaper  article. 
And  in  a letter  to  the  Adjutant  General,  Lieu- 
tenant Colonel  Hooker,  on  21  August  1851, 
Heintzelman  added: 

“In  the  case  of  the  Oatman  family  I did  all 
that  the  means  at  my  disposal  would  allow  and 
international  law  permitted.” 

Doctor  Hewit  submitted  his  resignation  from 
the  Army.  For  among  many  other  reasons  he  had 
the  opportunity  to  form  a partnership  with  an- 
other Doctor  to  practice  Medicine  in  San  Fran- 
cisco. 10  June  1851  is  the  date  for  the  receipt 
of  acceptance  of  his  resignation.  When  the  2nd 
Infantry  retreated  from  Fort  Yuma  on  5 June, 
the  Doctor  accompanied  them  until  they  arrived 
at  Santa  Ysabel  on  16  June.  On  that  very  same 
day  he  and  Lorenzo  D.  Oatman  and  an  Indian 
guide  rode  on  about  fifty  miles  to  San  Diego. 
The  last  time  Hewit  and  Heintzelman  saw  each 
other  in  California  was  on  19  June  when  both 
dined  at  Captain  N.  Lyons  in  San  Diego. 

Of  Doctor  Hewit  speaks  Lorenzo  D.  Oatman 
in  the  book,  The  Captivity  of  the  Oatman  Girls: 

“At  the  Fort  every  possible  kindness,  with 
the  best  of  medical  skill,  ministered  to  my  com- 
fort and  hastened  my  recovery.  To  Doctor  Hewit 
I owe,  and  must  forever  owe,  a debt  of  gratitude 
which  I can  never  return.  The  sense  of  obliga- 
tions I still  cherish  finds  but  a poor  expression 
in  words.  He  became  a parent  to  me;  and  kindly 
extended  his  guardianship  and  unabating  kind- 
ness, when  the  force  was  moved  to  San  Diego, 
and  then  he  took  me  to  San  Francisco,  at  a time 
when,  but  for  his  counsel  and  his  affectionate 
oversight,  I might  have  been  turned  out  to  wreck 
upon  the  cold  world  ...  In  June  of  this  year  the 
entire  force  was  removed  from  the  fort  to  San 
Diego  except  about  a dozen  men  to  guard  the 
ferrymen.  On  the  26th  of  June  with  Doctor 
Hewit,  Lorenzo  came  to  San  Francisco.  After 
Doctor  Hewit  had  left  for  the  States  ...  he  was 
given  employment  by  the  firm  in  whose  care  he 
had  been  left  by  Doctor  Hewit.  . . .” 

Doctor  Hewit  did  leave  for  the  States  from  San 
Francisco  aboard  the  new  steamship  UNION, 
commanded  by  Captain  James  Marks,  bound  for 
Panama  and  carrying  $270,000  in  gold  dust.  It 
was  a good  ship,  the  UNION.  She  had  been 
launched  in  Philadelphia  in  1849.  She  was  pro- 
peller-driven instead  of  a side-wheeler.  She  reg- 
istered 593  tons  and  was  180  feet  long.  Two 
direcUacting  engines  with  34-inch  cylinders 
turned  her  big  10-foot  propeller. 


And  the  UNION  had  a right  good  crew  and 
an  extremely  patriotic  crowd  of  passengers  ready 
and  willing  to  celebrate  the  Fourth  of  July  by 
every  means  at  their  disposal.  Unfortunately  for 
safety’s  sake,  the  spirits  of  the  Fourth,  and  cer- 
tainly of  the  Fifth,  sharply  affected  the  ship’s 
watch  officer,  the  lookout  and  the  quartermaster. 

The  first  news  of  the  wreck  of  the  UNION 
reached  San  Diego  by  means  of  the  passenger- 
agent,  Doctor  Hewit,  who  on  the  morning  of 
7 July  had  ridden  muleback  north  from  Lower 
California  over  a mountainous  and  rugged  road 
for  over  a hundred  miles  for  four  days  without 
sleep  or  rest  to  deliver  the  following  undated 
letter  to  the  Editor  of  the  San  Diego  Herald: 
“Dear  Ames  — 

I have  the  unpleasant  task  to  inform  you  of  the 
loss  of  our  noble  steamer  UNION,  on  the  coast 
of  Lower  California,  in  latitude  30-10,  longitude 
115-45,  between  point  San  Quintin  and  point  de 
las  Virgines.  We  left  San  Francisco  on  the 
morning  the  2nd  inst.,  with  230  passengers, 
bound  for  Panama.  The  boat  struck  at  half  past 
three  a.m.  She  has  broken  amidships.  We  got 
out  sufficient  water  and  stores  before  she  filled 
to  last  us  till  we  can  get  off.  Her  stem  has  settled 
in  the  sand,  and  she  will  probably  go  to  pieces 
in  a few  days. 

All  the  passengers  were  landed  with  safety, 
and  I must  say  I have  never  met  with  a set  of 
men  who  showed  more  courage  and  coolness 
than  they  did  when  we  got  into  the  breakers. 
Some  of  them  were  tumbled  about  very  roughly 
before  getting  a foot-hold  — the  boat  turning 
over  and  over  nearly  every  landing  we  made. 
I shall  leave  for  San  Quintin  at  the  earliest 
moment. 

In  the  greatest  haste, 

Truly  yours, 

JAMES  MARKS” 

Acting  as  the  Agent,  Doctor  Hewit  contacted 
the  Captain  of  the  steamer  GENERAL  WAR- 
REN which  had  arrived  to  coal  at  San  Diego 
with  only  three  passengers  but  he  was  unable 
to  persuade  the  Captain  to  go  down  to  pick  up 
the  UNION’S  stranded  passengers. 

Later,  one  of  the  UNION’S  passengers  wrote 
that  “the  helmsman  had  been  too  drunk  to  man- 
age the  wheel.”  He  also  wrote  that  one  box  of 
gold  had  been  stolen  and  he  added  that  the 
night  of  the  wreck  had  been  foggy.  The  ship 
stranded  inside  of  an  outer  sand  ledge,  striking 
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heavily,  lying  about  one  and  a half  miles  from 
the  shore  at  high  water,  a heavy  surf  breaking 
over  her,  rendering  approach  dangerous.  And 
rumors  persisted  that  among  the  passengers  were 
a few  men  who  plotted  to  plunder  the  baggage 
and  gold  boxes  of  the  UNION. 

Doctor  Hewit  continued  trying  to  help  the 
UNION’S  passengers  by  boarding  the  northward- 
bound  TENNESSE  and  arranging  with  Captain 
Totten  to  maintain  a vigilant  lookout  for  any 
downward-bound  vessels  and  to  have  a boat  in 
constant  readiness  to  transfer  him.  But  the  trip 
was  completed  to  San  Francisco  without  sighting 
any  vessels. 

As  a postscript,  it  should  be  noted  that  the 
NORTHERNER  finally  went  down  to  the 
wrecked  UNION  on  24  July  to  pick  up  the 
passengers  and  gold  and  baggage. 

After  being  paid  several  hundred  dollars  for 
acting  as  Agent,  Doctor  Hewit  sailed  south  once 
again  to  San  Diego  where  he  met  some  of  his 
old  buddies  as  the  San  Diego  Herald  reports: 

“The  other  day  at  one  of  those  little  social 
gatherings  which  we  mentioned  in  our  last  num- 
ber as  of  frequent  occurrence  in  our  place,  Dr. 
Hewit,  who  has  recently  left  the  Army,  to  the 
regret  of  every  member  of  it,  and  to  the  loss  of 
a bright  ornament  and  useful  member  of  the 
Corpse  (sic)  to  which  he  belonged,  arose  in  re- 
sponse to  a compliment  given  to  that  Corpse, 
saying,  that  he  was  upon  his  feet  but  wished  he 
was  in  the  air.  Not  satisfied,  however,  with 
either  earth  or  air,  he  took  the  position  of  Oracle 
for  St.  Peter,  and  gave  a very  amusing  account 
of  the  conditions  upon  which  admissability  into 
heaven  might  be  obtained,  giving  those  accus- 
tomed to  success  on  earth  through  perseverance 
and  hard  blows,  the  benefit  of  their  characters 
in  their  examination  for  admittance  — having 
had  their  own  way  so  long  it  would  be  rather 
hazardous  to  reject  them,  and  St.  Peter  reluctant- 
ly admits  them.  Those  whose  merits  consisted 
in  gentility  were  dealt  with  most  ludicrously,  but 
for  the  sake  of  the  gentility  of  heaven  were  ad- 
mitted. Coming  along  to  Capt.  Hardcastle,  St. 
Peter  writes  “hard-case,”  “hard-case,”  several 
times,  shaking  his  head  and  looking  attentively 
and  thoughtfully  at  his  subject,  comes  suddenly 
to  a conclusion,  “yes,  we  must  take  you,  we  shall 
want  you  to  run  the  boundary  line  between  heav- 
en and  hell.  This  happy  allusion  to  Capt.  Hard- 
castle’s  recent  duties  on  the  Mexican  boundary 
line,  and  the  success  therein,  which  should  fit 


him  for  a like  delicate  duty  in  heaven,  was 
received  with  the  highest  merriment.’  ” 

By  21  August  1851  Doctor  Hewit  was  in  Pan- 
ama in  company  with  Captain  Hardcastle  and 
with  General  Joseph  Lane.  General  Lane  was 
appointed  Governor  of  the  Territory  of  Oregon 
by  President  Polk  and  had  now  been  elected  as 
a Democratic  Delegate  to  Congress.  Finally, 
after  an  absence  of  three  years,  by  the  middle 
of  September  1851,  the  Doctor  had  returned  to 
Bridgeport,  Connecticut  to  bring  his  family  back 
to  San  Francisco. 

The  Hewit  family,  the  Doctor  and  wife  and 
baby,  after  staying  at  the  Astor  Hotel  in  New 
York  overnight  with  relatives,  embarked  on  2 
February  1852  for  a rough  voyage  to  the  Isth- 
mus. After  riding  all  day  in  a Bridgeport-made 
sedan  chair  up  the  Chagres  River  on  the  shoul- 
ders of  four  brawny  natives,  Mrs.  Hewit  and 
party  spent  the  night  on  the  deck  of  an  old 
moored  boat  pillowing  their  heads  with  their 
knapsacks.  Resuming  the  trip  the  next  day  in 
the  sedan  chair  and  the  others  riding  horses  and 
mules,  they  spent  the  next  night  in  an  Indian 
village  sleeping  in  swinging  hammocks. 

That  night  one  big  Indian  bent  over  Mrs. 
Hewit  apparently  examining  her  face  while  she 
pretended  to  be  asleep  and  thoroughly  expected 
to  feel  the  cold  bloody  steel  blade  of  a knife 
slicing  across  her  throat  from  ear  to  ear.  When 
he  left,  she  called  to  her  husband, 

“Unless  you  come  in  and  spend  the  rest  of 
the  night  in  the  vacant  hammock,  I will  not  stay 
here.” 

After  two  nights  and  most  of  three  days  they 
arrived  at  Panama  where  they  found  comfort- 
able quarters  at  the  Western  Hotel  but  little 
palatable  to  eat.  But  due  to  the  length  of  the 
stopover,  some  of  the  men  became  either  broke 
or  pitifully  close  to  it.  Men  would  stand  in  front 
of  a bakery  shop  looking  longingly  and  with 
hunger  at  the  food.  “I’m  hungry,”  one  man  said 
and  Dr.  Hewit  gave  him  some  money  and  the 
man  took  off  hurriedly  for  the  nearest  bakery. 

Finally,  their  steamer  hove  to  and  anchored 
in  the  roadstead.  To  the  ship  the  passengers 
were  carried  through  the  surf  on  the  bare  backs 
of  the  natives.  Upon  arriving  in  San  Francisco 
they  rode  a hack  to  the  Hotel  Oriental,  a small 
wooden  structure  with  a pleasant  veranda  across 
the  front  and  quite  comfortable  within.  This  was 
a popular  hotel  with  Army  families.  Using  fig- 
ures given  by  another  family  in  the  same  year 


ARIZONA  MEDICINE 


and  place  as  a yardstick:  $8.00  for  the  carriage 
fare;  two  rooms  and  board  were  $100  a week; 
fires  in  the  rooms  cost  extra;  eggs  were  twenty- 
five  cents  apiece;  a horse  and  buggy  cost  a 
fortune. 

“Prices  were  exorbitant  . . . streets  were  nar- 
row and  deep  with  sand  . . . the  climate  was 
ideal,  the  days  a glory  of  golden  sunshine,  or 
cold  blowing  fog,  or  rainy  and  misty.  Fleas  and 
flies  were  so  thick  as  to  amount  to  a veritable 
plague  . . . Archbishop  Joseph  Alemany  became 
the  first  Archbishop  of  San  Francisco.” 

In  Le  Count  & Strong’s  San  Francisco  City 
Directory  for  the  Year  1854  Henry  S.  Hewit, 
M.D.  is  listed  as  surgeon,  office  1 Armory  Hall. 

In  San  Francisco  the  Hewits  met  many  promi- 
nent people:  Archbishop  Alemany,  General  and 
Mrs.  William  T.  Sherman,  the  Sisters  at  the 
Convents,  Schools  and  Hospitals  where  Doctor 
Hewit  gave  his  service,  General  Ethan  Allen 
Hitchcock,  and  ever  so  many  others.  And  in 
Sonoma  Valley  two  most  pleasant  summers  were 
spent  on  the  D.  W.  C.  Thompson  ranch  rejoic- 
ing in  the  rambling  ranch  house,  sitting  in  a 
haystack  and  enjoying  the  perpetual  sunshine 
and  fleecy  clouds,  the  immense  outdoors,  the 
giant  oak  trees,  a fearful  rattlesnake  and  laugh- 
ing at  the  timid  Indians  who  were  only  trying 
to  sell  blackberries. 

Socially  the  Hewits’  life  out  West  was  a suc- 
cess during  those  three  years  but  the  high  cost 
of  living  and  the  many  unpaid  doctor  bills 
broke  them.  Through  the  generosity  of  her 
father,  Mrs.  Hewit  eased  the  situation  some- 
what by  tearfully  returning  to  Bridgeport,  Con- 
necticut to  her  father’s  house  on  Washington 
Avenue.  But  on  the  way  a blessed  event  hap- 
pened. On  18  November  1854  in  North  Latitude 
18°  35’,  West  Longitude  83°  20’  on  board  the 
Pacific  Mail  Steamship,  GEORGE  LAW,  she 
gave  birth  to  a son. 

Doctor  Hewit  remained  in  San  Francisco  for 
about  a year  more  during  which  time  he  toyed 
with  the  idea  of  offering  his  services  as  a Med- 
ical Officer  to  the  Tzar  of  Russia.  He  even  went 
so  far  as  to  secure  a recommendation  on  14 
February  1855  from  Chas.  S.  Tripler,  Medical 
Director  Department  of  the  Pacific.  But  meet- 
ing with  a storm  of  family  objections,  he  scotch- 
ed the  Russian  plan  by  18  September  1855  and 
returned  East. 

Upon  his  departure  East,  the  San  Francisco 
Pathological  Society  sent  Doctor  Hewit  this 


Report  &c  Resolution: 

“.  . . we  sincerely  regret  his  loss  from  our 
midst;  that  we  appoint  him  an  Honorary  Mem- 
ber in  this  Society;  . . . we  shall  await  with 
fraternal  solicitude  his  return,  shall  participate 
his  laurels,  share  his  sorrows,  and  rejoice  in  his 
every  success.” 

After  a short  visit  in  Maryland  with  his  Cath- 
olic priest  brother,  the  Doctor  too  became  a 
Catholic.  With  his  family  the  Doctor  went  by 
train  to  Milwaukee  to  set  up  practice  but  after 
a few  months  they  returned  to  New  York  City 
and  hung  up  his  medical  shingle  at  398  Fourth 
Avenue  where  he  had  charge  of  St.  Stephen’s 
Orphan  Asylum  and  the  House  of  Good  Shep- 
herd on  93rd  Street  where  he  practiced 
Medicine  mostly  among  the  poor.  But  they 
could  not  make  a living.  And  so  it  happened 
that  when  the  very  building  in  which  they  were 
living  was  being  razed,  Mrs.  Hewit  sat  with  her 
baby  in  her  arms  amid  the  dusty  debris  until 
generous  friends  notified  her  mother  who  took 
her  poor  daughter  into  her  home  in  Bridgeport 
for  just  a few  weeks.  The  “few  weeks”  lasted 
for  several  years. 

In  1860  the  Hewits  again  made  their  home  in 
New  York  City  at  the  corner  of  East  29th  Street 
and  Lexington  Avenue  across  the  street  from 
St.  Stephen’s  Catholic  Church  where  the  family 
could  attend  daily  Mass  (Mrs.  Hewit  too  had 
become  a Catholic.  Her  sponsors  were  Mr.  and 
Mrs.  Orestes  A.  Brownson).  Life  was  most 
pleasant  for  them. 

It  is  interesting  to  read  a wife’s  estimate  of 
her  Doctor-husband: 

“My  husband  was  not  a practical  man,  which 
he  attributed  to  his  peculiar  education.  The  or- 
dinary, more  practical,  problems  of  life  he 
seemed  unable  to  solve.  His  temperament  was 
poetical  — he  composed  a poem  (that  has  been 
greatly  admired)  on  a field  of  battle,  ‘The  son 
of  the  shell.’  He  could  do  great  things,  and 
helped  many  a poor  man  or  woman  who  needed 
aid  — and  he  was  always  ready  to  do  this. 
Wherever  he  was,  he  always  had  charge  of 
charitable  asylums  of  every  sort,  and  all  those 
people  loved  and  trusted  him.  I remember  one 
poor  man.  His  dress  was  very  shabby.  I saw 
Henry  one  day  take  this  man  to  his  room,  and 
I wondered  where  in  his  scanty  wardrobe  he 
would  find  anything  to  spare,  but  the  young 
man  soon  reappeared,  looking  quite  happy,  in 
his  renovated  attire.  This  is  only  one  instance 
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of  his  many  charities.” 

When  the  cannons  of  Fort  Sumpter  boomed 
the  opening  of  the  War  between  the  States, 
Doctor  Hewit  on  21  June  1861  requested  an 
invitation  to  appear  before  a Medical  Board  to 
serve  in  the  Union  Army.  He  was  commissioned 
on  3 August  1861  and  served  the  Union  from 
1861  until  mustered  out  on  7 October  1865.  The 
following  is  a quick  enumeration  of  his  Civil 
War  assignments:  Medical  Director  for  General 
C.  F.  Smith;  Army  of  the  Potomac;  Frederick, 
Maryland  Convent  and  Novitiate;  Department 
of  Tennessee;  Medical  Director  on  General 
Grant’s  staff;  a Confederate  prisoner  of  war 
confined  in  Libby  Prison  for  several  weeks  when 
his  hospital  was  overrun  at  Jackson,  Mississippi; 
Vicksburg;  Chattanooga;  Knoxville;  Louisville; 
New  York  Post  Surgeon;  and,  finally,  a Lieuten- 
ant Colonel  by  Brevet  on  12  May  1866. 

General  W.  T.  Sherman  writing  to  promote 
a pension  for  Mrs.  Hewit  after  the  Doctor’s 
death  also  briefed  Doctor  He  wit’s  Civil  War 
service  to  his  Country: 

“He  served  with  great  distinction  in  the  Civil 
War,  at  Shiloh,  Vicksburg,  Atlanta,  etc.,  and 
was  surgeon  who  examined  McPherson’s  body 
when  brought  to  me  dead  ...  At  Shiloh  Surgeon 
Hewit  worked  six  days  and  nights  without  sleep 
— enough  to  have  killed  a horse  — he  and  his 
assistants  having  near  ten  thousand  wounds  to 
dress  and  care  for  . . .” 

On  10  February  1863  Henry  S.  Hewit,  M.D. 
was  admitted  into  the  New  York  Academy  of 
Medicine  as  a Resident  Fellow. 

The  Hewit  family  made  their  residence  at 
129  East  29th  Street  in  New  York  City  when 
the  Doctor  died.  They  had  eleven  children,  five 
of  whom  died  as  children.  The  surviving  children 
had  distinguished  careers. 

An  Obituary  . . . 

New  York  Times,  Friday,  22  August  1873, 
page  5,  column  6: 

“HEWIT.  — On  Tuesday  evening,  Aug.  19, 
1873,  Dr.  Henry  Stuart  Hewit,  of  this  City, 
aged  47  years.  Funeral  ceremonies  and  requiem 
mass  at  St.  Stephen’s  Church,  28th  and  29th 
Sts.,  between  3rd  and  Lexington  Ave.,  on  Fri- 
day, Aug.  22,  at  10  a.m.  The  remains  will  be 
taken  to  Bridgeport,  Conn.,  for  interment.  Rela- 
tives and  friends  of  the  family,  and  those  of  his 
brother,  Rev.  A.  F.  Hewit,  and  the  medical  pro- 
fession generally,  are  respectfully  invited  to 
attend.” 


A Resolution  . . . 

“At  a meeting  of  the  House  Staff  of  Charity 
Hospital  held  21  August  1873. 

. . . Resolved  that  in  his  official  relations  to 
this  Hospital  as  President  of  the  Medical  Board 
and  Visiting  Surgeon,  he  has  shown  a high 
classical  and  medical  culture  which  combined 
with  integrity  and  personal  affability  has  en- 
deared him  to  many  by  ties  of  personal  friend- 
ship and  gained  the  respect  of  all  who  knew 
him.” 

A Letter  . . . 

Letter  to  Airs.  Hewit  from  Dr.  F.  Roy  of 
Quebec  dated  28  August  1873 

“.  . . Your  husband,  by  his  benevolent  disposi- 
tion, his  kind  heart  . . . we  will  not  forget  him 
in  our  prayers  . . .” 

A Requiem  . . . 

“Poor  Henry!  Brave  and  generous,  with  a clear 
and  strong  intellect  and  a noble  spirit.  He  had 
his  faults  — who  has  not  — but,  one  among  ten 
thousand,  he  stood  in  heart  and  soul  like  Saul 
head  and  shoulders  above  the  common  view  of 
man.  Tried  often,  and  never  found  wanting 
when  tried.  Often  weighed,  never  found  want- 
ing when  weighed.  Even  at  the  front,  in  battle, 
and  on  a wreck  ashore,  he  was  a true  man 
everywhere.  Undaunted  in  danger,  and  true  in 
adversity  — nothing  base  found  lodging  in  his 
breast.  His  faults  were  those  of  impulse  and 
education  — his  virtues  sprang  from  the  struc- 
ture of  his  mind  and  heart.  He  believed  in  God 
his  Savior  — and  he  is  saved.  He  died  as  Henry 
Hewit  ought  to  have  died:  conscious  of  his 
danger  — alone  with  it.  He  struck  his  flag  to 
death  only.  There  was  nothing  else  to  do  but 
die  — and  he  died  like  a man. 

Sunday  night,  August  29,  1873 
Your  wife.” 
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Politics  Without 
Doctors  Is 
Bad  Medicine 

SENATOR  PAUL  FANNIN 

When  the  Program  Committee  asked  me  to 
talk  about  doctors  and  politics,  I felt  pleased, 
challenged  and  disturbed.  Pleased  at  the  oppor- 
tunity to  be  with  you,  challenged  by  the  prob- 
lems of  bringing  the  many  factors  of  today’s  com- 
plex political  picture  into  focus,  and  disturbed  by 
the  problems  facing  this  nation  and  how  I could 
objectively  describe  them  without  being  classi- 
fied as  an  alarmist. 

Death  From  Within 

Arnold  Toynbee  has  pointed  out  that  19  of  21 
civilizations  have  died  from  within  and  not  by 
conquest  from  without.  There  were  no  bands 
playing  and  flags  waving  when  these  civiliza- 
tions decayed.  It  happened  slowly,  in  the  quiet 
and  dark  when  no  one  was  aware. 

Could  this  happen  to  us?  To  our  families?  To 
our  way  of  life?  Could  this  happen  to  America 
the  beautiful? 

It  is  happening  — you  need  only  to  look 
around  you. 

You  need  only  to  read  your  morning  paper  or 
watch  the  evening  news  on  television  to  see  evi- 
dences of  our  rising  crime  rate,  the  hard-core 
unemployed,  the  jammed  freeways,  the  polluted 
rivers,  harbors  and  air.  The  problems  are  so 
omnipresent  as  to  seem  almost  overwhelming. 
This  is  the  year,  1968,  in  which  we  Americans 
will  have  to  make  up  our  minds  what  we  want 
to  do  about  these  problems. 

Liberty  Is  Not  License 

Human  energy  cannot  operate  effectively  ex- 
cept when  men  are  free  to  act  and  to  be  respon- 
sible for  their  actions.  But  liberty  does  not  mean 
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license;  for  no  one  has  the  right  to  infringe  upon 
the  rights  of  others.  Certain  restraints  are  neces- 
sary and  they  are  provided  in  two  ways: 

First  — legal  restraints  — laws  administered 
by  governmental  agencies  and  enforced  by  prop- 
er police  power. 

Second  — moral  restraints  — which  depend  on 
individual  self-discipline,  logical  reasoning,  good 
sportsmanship  and  a consideration  for  the  rights 
of  others. 

What  is  happening  to  America?  What  is  Amer- 
ica’s purpose  to  be?  Do  we  have  a purpose  for 
all  people  at  home  and  abroad  — not  to  control 
the  world  but  to  do  our  part  for  freedom  with 
the  insistence  that  other  nations  do  likewise? 

Principles  Cannol  Be  Abandoned 

I maintain  that  we  cannot  now  abandon  the 
principles  that  so  many  have  fought  and  died  for. 
Even  though  the  struggle  is  difficult,  the  battle 
hard  and  unpopular,  America  the  beautiful  never 
came  about  because  men  shrank  from  doing  their 
duty.  We  must  stand  up  and  be  counted:  Shrink- 
ing violets  never  produced  stately  oaks. 

What  is  the  attitude  of  American  people?  How 
highly  is  freedom  esteemed  in  this  land?  Unfor- 
tunately we  have  a despicable  group  who  claim 
freedoms’  rights  without  living  up  to  its  respon- 
sibilities. Fortunately  they  are  not  the  majority, 
or  even  a significant  minority  — but  we  are  well 
aware  of  their  presence.  They  assault  all  the 
senses  — eyes,  ears  and  nose. 

Just  a few  days  ago  out  in  Arizona,  a young 
man  who  lives  his  life  in  a wheel  chair,  faced 
down  a group  of  these  hippies. 

Yes,  we  have  "hippies  in  Arizona.  Our  climate 


is  so  healthful  that  almost  anything  grows  there. 
Anyway,  this  crippled  young  man,  in  spite  of  his 
difficulties,  is  working  his  way  through  the  Uni- 
versity of  Arizona. 

Hippies  Forced  to  Listen 

The  hippies  were  carrying  on  a campus  dem- 
onstration downing  America  when  this  agonized 
young  fellow  demanded  to  be  heard.  The  hip- 
pies would  not  have  listened  except  that  the 
“straight”  students  — those  who  make  up  the 
vast  majority  of  practically  any  American  stu- 
dent body  — insisted  that  he  be  given  the  right 
to  speak.  To  the  hippies,  freedom  of  speech  ap- 
plies only  to  them. 

He  struggled  to  the  front  and  courageously 
shamed  them.  He  said,  “I  wish  I could  go  to  Viet 
Nam,  but  I can’t.  I’m  a cripple.  You  people  can,” 
he  continued,  “but  you  won’t.  You  won’t  fight. 
You  won’t  even  cut  your  hair,”  he  said.  “You  look 
like  a bunch  of  dogs.  You  say  you  want  freedom. 
Unless  you  support  the  Constitution,  defend  your 
country  and  its  system,  all  your  freedoms,  all 
your  liberty  will  be  taken  away.” 

Who  Pays  Ihe  Bills? 

Then  he  asked  them  one  question:  “Who  pays 
the  bills?”  he  waved  the  microphone  and  shouted 
again,  “Who  pays  the  bills?  Not  you  cowards,” 
he  said. 

This  young  man  happens  to  pay  his  own  bills. 
This  young  fellow  who  has  held  five  scholarships 
and  works  and  studies  18  hours  a day  put  the 
finger  on  the  the  problem  that  underlies  all  our 
domestic  and  international  unrest  when  he  asked 
the  question,  “Who  pays  the  bills?” 

In  perhaps  a little  different  way  I think  this  is 
the  question  most  Americans  are  asking  today. 
They  feel  it  in  the  frustrations  and  suppressed 
anger  that  leaps  up  when  they  see  college  and 
university  officials  who  stand  aside  and  wring 
their  hands  for  a week  before  moving  in  on  a 
bunch  of  student  hoodlums. 

Decent  law-abiding  citizens  of  every  color  are 
angered  when  rioting  and  looting  are  defended 
as  expressions  of  grief.  Deep  down  America  gets 
mad  when  Washington  keeps  promising  to  do 
everything  for  everybody  all  the  time.  Americans 
want  to  know,  “Who  is  going  to  pay  the  bill?” 

I think  just  about  everyone  knows  who  the  hip- 
pies, and  the  deadbeats,  and  the  hangers-on  ex- 
pect to  pay  the  bill.  You  — hard-working,  patri- 
otic Americans.  Yes,  you  — with  more  taxes.  All 
it  will  take  to  destroy  America  eventually  is  for 
more  people  to  become  “tax-eaters”  than  “tax- 


payers.” Then  we  go  down  the  drain. 

Socialism  Smothers  Incentive 

This  is  not  simply  idle  speculation.  We  have 
seen  the  signs  and  gathered  the  warnings  from 
Britain  for  years.  I don’t  have  to  tell  this  group 
about  the  “brain  drain.”  You  are  well  aware  that 
doctors  and  other  highly  motivated  scientists 
have  been  fleeing  the  smothering  socialized  sys- 
tem. Recently  the  British  government  announced 
another  cutback  in  the  already  meager  medical 
program  offered  to  the  public. 

Whenever  there  is  a choice,  productive  people 
will  not  work  under  a system  that  provides  them 
no  incentive.  We  want  and  we  must  demand  that 
America  retain  the  freedoms  that  have  given  this 
nation  world  leadership. 

Great  Britain  vs.  Japan 

In  April  Dr.  Werner  von  Braun  testified  before 
the  Astronautics  and  Space  Sciences  subcommit- 
tee and  compared  the  differences  between  Great 
Britain  and  Japan  since  World  War  II.  He  point- 
ed out  that  when  Great  Britain  got  rid  of 
Churchill  and  shifted  their  priorities  from  in- 
dustrial research  and  development  programs  to 
social  programs,  the  net  result  has  been,  in  the 
words  of  Dr.  von  Braun,  “That  the  entire  econo- 
my has  lost  so  much  steam  it  cannot  produce  a 
tax  intake  now  even  to  finance  the  social  pro- 
grams.” 

On  the  other  hand,  Japan,  with  social  prob- 
lems just  as  pressing,  solved  them  by  concen- 
trating on  jobs  through  industrial  and  economic 
development.  They  started  with  transistor  radios 
and  now  are  coming  up  with  sophisticated  prod- 
ucts that,  according  to  Dr.  von  Braun,  “Have 
almost  cornered  the  world  market.”  Last  year 
more  than  61  per  cent  of  the  radios  sold  in  the 
United  States  came  from  overseas.  As  you  know, 
medical  instruments  are  coming  from  Japan  and 
other  foreign  countries  in  larger  and  larger  quan- 
tities. 

Potential  Is  Important 

Dr.  von  Braun  points  out  that  shifting  our 
priorities  to  immediate  concerns  may  ignore  po- 
tential development  which  will  have  far-reaching 
beneficial  effects.  He  says  comparing  the  space 
satellite  for  communications  with  the  manned 
space  program  is  like  comparing  an  automobile 
with  a baby.  The  auto  is  good  for  something 
right  now  — the  baby  represents  a liability  for 
many  years,  but  presents  much  more  potential 
than  the  auto  which  will  be  on  the  scrap  heap  in 
just  a few  years. 
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Priorities  Must  Be  Determined 

So  we  in  the  Congress  face  a very  complex 
series  of  factors  in  trying  to  determine  national 
priorities.  In  the  end,  however,  Congress  will  be 
responsive  to  your  expressed  actions.  Right  now 
Congress  is  responding  to  the  actions  of  a very 
vocal  group  of  citizens.  Congress  and  the  admin- 
istration are  also  responding  to  the  apathy  and 
indifference  that  plague  many  Americans  who 
fail  to  express  themselves,  content  to  leave  poli- 
tics to  the  politicians. 

I am  a businessman.  I know  the  pressures  of 
the  job  that  make  you  feel  like  you  just  can’t  take 
the  time  to  be  bothered  with  public  affairs.  It’s 
quite  natural  for  you  to  think  that  you  can’t  take 
an  active  part  in  the  political  events  that  sur- 
round you,  but  let  me  say  this:  If  you  don’t  take 
part  in  politics,  then  the  politicians  will  take  you 
apart. 

Threat  of  Labor  Leaders 

Recently  George  Meany  made  what  he 
thought  was  a campaign  film  with  President 
Johnson.  The  President  sort  of  jolted  George  with 
his  [later]  announcement,  but  I think  this  state- 
ment by  Mr.  Meany,  who  is  the  president  of  the 
largest  labor  organization  in  America,  is  impor- 
tant. At  the  conclusion  of  the  film  he  said:  “Elec- 
tions are  not  won  in  Washington.  They  are  won 
back  home.” 

Meany  continued,  “So  I urge  you  to  start  now. 
Collect  the  cope  dollars  . . . make  sure  your 
members  know  the  issues,  know  the  voting  rec- 
ord of  the  candidates,  know  who  is  a friend  and 
who  is  not,  and  get  out  and  vote  on  election  day. 

“In  a very  real  sense,  you,  the  leaders  of  the 
labor  movement,  will  decide  the  1968  election.  I 
am  confident  you  will  do  the  job.” 

The  job  they  will  do  will  not  be  for  your  best 
interests  or  the  best  interest  of  this  nation,  not 
even,  for  the  union  member.  For  if  they  get  their 
way,  this  nation  will  soon  be  socialized. 

We  are  going  to  have  to  realize  that  giving  the 
power  of  decision  back  to  the  people  rather  than 
surrendering  it  to  political  opportunists  takes 
three  things:  It  takes  money,  it  takes  time,  it 
takes  effort. 

You  have  to  speak  out. 

Recently,  a Negro  doctor  in  Washington,  Dr. 
Tom  Matthew,  a surgeon  who  operates  a hos- 
pital in  New  York  — employing  Negroes  and 
giving  them  a chance  to  engage  in  productive 
employment  — spoke  out  against  the  so-called 
“poor  people’s  campaign.”  He  decried  the  spend- 


ing of  money  for  what  he  called  “Operation 
Overkill,”  and  said  the  money  spent  there  could 
provide  20,000  permanent  jobs  for  the  hard-core 
unemployed.  I may  not  agree  with  everything 
Dr.  Matthew  says  or  does,  but  I think  he’s  on  the 
right  track  and  I know  he’s  right  about  speaking 
out.  He  also  told  the  self-appointed  professional 
“poverticians”  this:  “Our  grandparents  had  a 
guaranteed  annual  income.  They  called  it  slav- 
ery.” 

Americans  Musi  Defend  Their  System 

I say  it  is  the  duty  of  everyone  who  makes  his 
living  and  profits  from  our  American  system  to 
defend  and  protect  that  system. 

We  must  preserve  the  climate  that  fosters  in- 
centive in  this  nation.  One  of  the  great  incentive 
givers  is  what  I call  “plus  dollars.” 

“Plus  dollars”  have  been  a tremendous  force 
for  social  good  in  this  nation.  These  “plus  dollars” 
are  the  dollars  a man  has  left  over  after  paying 
his  bills  and  scrimping  and  saving;  and  they  pro- 
vide the  money  for  new  jobs,  new  business,  new 
investment.  When  we  take  that  away,  we  destroy 
one  of  the  prime  movers  for  prosperity  and  social 
well-being  in  the  nation. 

Why  should  we  penalize  the  man  who  has 
tried  to  better  himself;  who  has  sweated  through 
school  or  worked  nights  and  weekends  because 
he  wanted  to  be  something? 

We  are  faced  with  legislation  that  intends  to 
stifle  initiative,  and  reward  indolence. 

Innovators  Are  Penalized 

Striving  for  excellence,  striving  for  perfection, 
trying  to  make  it  work  better.  These  all  result  in 
what  I like  to  describe  as  “brain  acceleration,” 
thinking  hard.  But  today  in  our  concern  for  the 
under-achiever  we  penalize  the  innovator.  Un- 
ions push  for  featherbedding  and  demand  em- 
ployment that  no  longer  is  necessary,  thus  forc- 
ing up  prices,  decreasing  demand  and  eventually 
exporting  the  job  to  a nation  that  can  undersell 
us. 

Our  nation  has  been  built  on  the  concern  for 
quality.  Our  products  have  outsold  and  outper- 
formed because  of  this  constant  emphasis  on 
doing  it  better,  beating  the  competition. 

However,  we  are  presently  faced  with  a legis- 
lative proposal  which  will,  in  my  opinion,  do 
more  to  undermine  our  concern  for  quality  and 
high  standards  than  anything  that  has  come 
down  the  pike  in  a long  time.  It  is  reverse  dis- 
crimination. 
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EEOC  Seeks  Broader  Powers 

I’m  talking  about  legislation  to  give  broader 
enforcement  powers  to  the  Equal  Employment 
Opportunity  Commission. 

This  bill,  if  enacted  into  law,  will  mean  that 
the  government  in  Washington  can  control  the 
hiring,  firing  and  promotion  possibilities  of  al- 
most every  worker  in  the  nation.  The  sponsors 
say  we  must  have  this  legislation  to  remove  job 
discrimination. 

I,  too,  hope  that  every  vestige  of  discrimination 
will  soon  disappear,  and  that  people  will  be 
judged  on  their  individual  merits  — not  on  the 
basis  of  race,  color,  creed  or  national  origin. 

Much  as  I wish  to  have  all  prejudice  and  dis- 
crimination eliminated,  however,  I cannot  in 
good  conscience  support  what  I consider  un- 
sound legislation  no  matter  how  appealing  the 
title.  If  I vote  on  the  basis  of  political  expediency, 
emotionalism  or  fear,  rather  than  on  the  basis  of 
reason,  on  the  merits  of  the  provisions  of  the 
legislation  under  consideration,  then  I am  not 
fulfilling  my  responsibilities  as  a member  of  the 
United  States  Senate. 

This  body,  the  Equal  Employment  Opportun- 
ity Commission,  created  by  the  1964  Civil  Rights 
Act,  already  has  the  power  to  witchhunt  into 
every  nook  and  cranny  of  American  institutions 
and  if  it  finds  what  it  evaluates  as  a pattern  of 
unfair  discrimination,  the  Commission  has  the 
power  to  demand  compliance  or  to  get  the  Jus- 
tice department  to  file  suit  and  prosecute.  But 
now  the  EEOC  wants  its  own  enforcement  pow- 
ers — to  be  the  accuser  and  the  decider.  It  wants 
to  be  able  to  go  into  a business,  or  any  establish- 
ment, like  a hospital,  for  example,  and  say  “You 
are  discriminating;  you  must  immediately  cease 
and  desist  or  you  may  be  in  contempt  of  the  legal 
power  of  the  court.” 

Employer  Will  Be  Defenseless 

As  a practical  matter,  the  employer  will  have 
very  little  to  say  in  his  defense.  There  are  some 
provisions  for  appeal,  but  they  are  so  ineffective 
in  practice  as  to  be  inconsequential.  In  essence, 
the  employer  is  denied  his  day  in  court. 

Reverse  Discrimination 

This  is  not  mere  theory.  The  EEOC  has  al- 
ready done  such  things  as  creating  preferential 
promotion  lists  based  strictly  on  color,  requiring 
an  employer  to  eliminate  all  forms  of  testing  “not 
culturally  validated,”  and  hire  or  promote  people 
who  are  recommended  by  such  organizations  as 
the  NAACP  or  CORE,  without  regard  to  their 


skills  or  qualifications  for  the  position. 

These  things  are  happening,  and  the  EEOC 
has  been  able  to  make  them  stick  in  cases  where 
the  employer  is  a government  contractor  or  re- 
cipient of  Federal  funds.  This  is  making  some 
men  “more  equal”  than  others. 

This  kind  of  legislation,  carried  out  in  the 
name  of  equalizing  opportunity,  may  actually  re- 
sult in  fewer  job  openings  because  we  move  from 
the  realm  of  voluntarism  and  cooperation  into 
coercion. 

Hospitals  Can  Be  Coerced 

Most  hospitals  receive  Federal  funds  of  one 
kind  or  another,  so  they  can  be  coerced  too.  But 
even  for  those  few  private  institutions  the  EEOC 
apparently  wants  the  right  to  tell  you  that  you 
employ  too  many  of  one  color,  or  two  few  of  an- 
other on  your  staff  of  physicians,  and  they  want 
to  be  able  to  enforce  these  illegal  and  arbitrary 
standards  without  regard  to  tests  of  qualification 
or  skill.  The  medical  profession  must  have  the 
right  to  maintain  high  standards  in  patient  treat- 
ment and  no  bureaucrat  should  have  the  power 
to  jeopardize  people’s  lives. 

The  EEOC  has  questioned  airlines  to  see  if 
pilots  are  the  right  color  percentage  wise.  It  has 
questioned  the  New  York  Times  concerning  the 
racial  and  national  make-up  of  its  writing  and 
reporting  staff. 

For  my  part,  I don’t  care  about  the  color  of  my 
pilot,  or  my  doctor’s  skin;  I just  want  to  know 
that  he  knows  what  he’s  doing.  I want  him  to  be 
in  the  position  he  is  in  because  he  deserves  to  be 
there,  not  because  some  desk  jockey  in  Washing- 
ton thinks  he  ought  to  be  there. 

Well,  these  are  serious  responsibilities.  You  can 
see  that  you  have  a large  stake  in  them.  In  this 
present  fight  we  have  run  across  businessman 
after  businessman  who  tells  me  “Go  to  it  Paul, 
we’re  all  for  you.  Fight  that  battle,  but  don’t  get 
me  involved!” 

I tell  them,  “You’re  already  involved,  right  up 
to  here,  and  you’d  better  not  be  so  timid  about 
fighting  your  own  battle.” 

Physicians  Musi  Speak  Out 

Will  the  doctors  ever  march  on  Washington?  I 
certainly  hope  not;  but  at  the  same  time  you  do 
have  a responsibility  to  voice  your  opinions  and 
your  views  in  Washington. 

Supreme  Court  Justice  Hugo  L.  Black  recently 
stated  that  law  and  order  must  prevail,  and  he 
upheld  the  police  authorities  in  controlling  the 
conduct  of  street  marchers  because,  he  said  “such 
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conduct  by  its  very  nature  tends  to  infringe  upon 
the  rights  of  others.” 

Mr.  Justice  Black  said  that  ours  is  a govern- 
ment in  which  reasoned  decisions  are  made  by 
public  officials  chosen  in  a way  which  the  law 
provided.  “Those  laws  do  not  provide  that  elect- 
ed officials  will  act  in  response  to  preemptory 
demands  of  the  leaders  of  tramping,  singing, 
shouting,  angry  groups,”  Justice  Black  continued. 

Limits  to  First  Amendment 

“I  do  not  believe  that  the  First  Amendment 
grants  a Constitutional  right  to  engage  in  the 
conduct  of  picketing  or  demonstrating  . . .”  he 
said.  “Marching  back  and  forth,  though  utilized 
to  communicate  ideas,  is  not  speech  and  there- 
fore is  not  protected  by  the  First  Amendment.” 
Law  and  Order 

We  must  have  law  and  order  in  this  nation. 

There  is  a lesson  to  be  drawn  from  what  hap- 
pened in  Memphis  and  from  what  has  been  hap- 
pening with  increasing  intensity  throughout  the 
nation  in  recent  years.  That  is  that  mass  protests, 
mass  demonstrations,  and  mass  marches  and  the 
like,  whether  labeled  non-violent  or  otherwise, 
can  only  serve  to  encourage  unrest  and  disorder, 
and  to  provoke  violence  and  bloodshed.  And  in 
the  end  those  who  advocate  such  methods  often 
become,  themselves,  the  victims  of  the  forces 
they  themselves  set  in  motion. 

Opportunity  Is  Available 

In  any  case,  I know  you  have  an  opportunity 
to  work  for  the  men  you  think  can  best  represent 
your  philosophy.  I know,  because  I have  receiv- 
ed this  kind  of  help  from  doctors  in  my  own  State 
of  Arizona. 

I know  from  personal  experience  and  observa- 
tion what  the  medical  profession  — because  of 
its  leadership,  and  respect  in  the  community  — 
can  do  in  politics  for  the  benefit  of  good  govern- 
ment. 

ArMPAC,  as  it  is  called  out  there,  was  active 
in  the  elections  of  1966.  Doctors  worked  actively 
in  my  1964  campaign. 

There’s  another  little  wrinkle  here  that  I might 
add.  Doctors’  wives  have  been  of  tremendous  as- 
sistance in  campaigns  too,  mine  included  — giv- 
ing informal  teas,  or  coffee  klatches,  or  just  plain 
talking  to  people.  They’ve  been  a big  help. 

You  have  the  opportunity,  the  machinery;  I 
beg  you  to  use  it. 

Guis  and  Guns 

If  America  is  to  withstand  these  influences  and 
trends  I have  described,  there  must  be  a renewal 


of  the  spirit  of  our  forefathers;  appreciation  of 
the  American  way  of  life;  strengthening  of  mus- 
cle and  sinew  and  the  character  of  the  nation. 
America  needs  guts  as  well  as  guns. 

Could  many  of  the  national  wrongs  that  we 
suffer  today  be  the  result  of  our  failure  to  train 
a strong  citizenry?  Have  we  grown  up  to  believe 
in: 

politics  without  principle; 
pleasure  without  conscience; 
knowledge  without  effort; 
wealth  without  work; 
business  without  morality; 
science  without  humanity; 
worship  without  sacrifice  . . . ? 

Sunshine  Patriots 

In  the  words  of  Thomas  Paine,  “These  are  the 
times  that  try  men’s  souls.  The  summer  soldier 
and  the  sunshine  patriot  will  in  this  crisis,  shrink 
from  the  service  of  his  country;  but  he  that 
stands  it  now  deserves  the  love  and  thanks  of 
man  and  women.  . . . The  harder  the  conflict  the 
more  glorious  the  triumph.  What  we  obtain  too 
cheap,  we  esteem  to  lightly.  Heaven  knows  how 
to  put  a proper  price  upon  its  goods;  and  it 
would  be  strange  indeed,  if  so  celestial  an  article 
as  freedom  should  not  be  highly  rated.” 

As  American  citizens  who  love  freedom,  we 
must  return  to  a respect  for  national  morality  — 
respect  for  law  and  order.  There  is  no  other  way 
of  safety  for  us  and  for  our  posterity. 

The  hour  is  late;  the  time  is  short.  We  must 
begin  now,  in  earnest,  and  invite  God’s  blessing 
on  our  efforts. 

The  American's  Creed 
May  I conclude  my  remarks  with  these  words 
that  need  greater  currency  in  the  United  States 
of  America  today  than  ever  before.  They  are  the 
words  contained  in  the  American’s  Creed. 

“I  believe  in  the  United  States  of  America  as  a 
government  of  the  people,  by  the  people,  for  the 
people;  whose  just  powers  are  derived  from  the 
consent  of  the  governed;  a democracy  in  a repub- 
lic; a sovereign  nation  of  many  sovereign  states; 
a perfect  union,  one  and  inseparable;  established 
upon  those  principles  of  freedom,  equality,  jus,- 
tice,  and  humanity  for  which  American  patriots 
sacrificed  their  lives  and  fortunes. 

“I  therefore  believe  it  is  my  duty  to  my  country 
to  love  it;  to  support  its  Constitution;  to  obey  its 
laws;  to  respect  its  flag;  and  to  defend  it  against 
all  enemies.” 

The  answer:  speak  up  — work  hard  — think 
soundly. 
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BOARD  OF  MEDICAL 
EXAMINERS 
STATE  OF  ARIZONA 

The  following  doctors  of  medicine  were  issued 

licenses  to  practice  medicine  in  the  State  of 

Arizona,  on  October  12,  1968: 

5053  BARNES,  Raymond  Frank  (ADM),  6401 
E.  Thomas  Rd.,  Scottsdale,  Arizona 

5013  BARTON,  Stuart  (OTO),  1550  E.  Indian 
School  Rd.,  Phoenix,  Arizona 

5054  BAXTER,  Clarence  Edgar  (GS-GP),  Cor. 
Maple  & East  Sts.,  Coudersport,  Pa. 

5014  BENNETT,  Darrell  Duane  (OBG),  Good 
Samaritan  Hosp.,  Phoenix,  Arizona 

5055  BLAIR,  Earl  Head  (OBG),  10346  Winin- 
ger  Circle,  Sun  City,  Arizona 

5056  BOGRAD,  Michel  (GP),  1938  S.  Broad- 
way, Denver,  Colorado 

5057  BROWN,  Edith  Petrie  (GP),  Sage  Mem- 
orial Hospital,  Ganado,  Arizona 

5015  CARTER,  Louis  Philip  (NS),  Barrow  Neu- 
rological Inst.,  Phoenix,  Arizona 

5058  CLARK,  Randall  Lee  (OPH),  836th  TAC 
Hosp.,  MacDill  AFB,  Tampa,  Florida 

5016  COLLINS,  Richard  Leo  (ORS),  1550  E. 
Indian  School  Rd.,  Phoenix,  Arizona 

5017  COWART,  James  Edgar  (GP),  1413  Ave. 
G,  Bay  City,  Texas 

5018  COYNE,  John  Michael  (PM),  Good  Sam- 
aritan Hospital,  Phoenix,  Arizona 

5059  CRAVEN,  John  Patrick  (RETIRED),  7301 
N.  Leonardo  da  Vinci,  Tucson,  Arizona 

5019  CURNS,  John  Robert  (GP),  1616  Grand 
Avenue,  Waukegan,  Illinois 

5020  DAMSTRA,  Donald  Lee  (OM),  800  North 
1st  Avenue,  Phoenix,  Arizona 

5021  DAVIS,  William  Maslin  (GS),  Davis-Mon- 
than  AFB,  Tucson,  Arizona 

5022  ECHOLS,  JR.,  Charles  L.  (N),  Barrow 
Neurological  Inst.,  Phoenix,  Arizona 

5023  ETKIND,  Irving  Mandel  (ORS),  18  East 
87  St.,  New  York,  New  York 

5024  FEINBERG,  Jack  Heyman  (GE),  2102 
East  Broadway,  Mesa,  Arizona 


5060  FLANDERS,  John  P.  (GP),  753  N.  Mon- 
roe St.,  Monroe,  Michigan 

5061  FLOOD,  Francis  Thomas  (IM),  1550  E. 
Indian  School  Rd.,  Phoenix,  Arizona 

5062  FLUSCH,  Barbara  Joan  (GP),  1825  E. 
Roosevelt  St.,  Phoenix,  Arizona 

5025  FRY,  Luther  Lee  (GP),  Arizona  State 
Hospital,  Phoenix,  Arizona 

5063  GADD,  Howard  William  (GP),  1312  W. 
Main  St.,  Monongahela,  Pa. 

5064  GATES,  Charles  Lee  (OPH),  S.  427  Ber- 
nard, Spokane,  Washington 

5026  GOLBERT,  Thomas  Melvin  (A),  6900 
West  Alameda,  Denver,  Colorado 

5027  GOLDBERG,  Arthur  Stewart  (PD),  Good 
Samaritan  Hospital,  Phoenix,  Arizona 

5028  HAMBLEN,  Robert  Allen  (ANES),  Park- 
land Memorial  Hospital,  Dallas,  Texas 

5029  HENDERSON,  Gary  Lynn  (GS),  Tucson 
Medical  Center,  Tucson,  Arizona 

5065  HUDSON,  Joseph  C.  (GP),  Veterans  Adm. 
Center,  Prescott,  Arizona 

5066  HULTGEN,  Francis  John  (OPH),  3860 
W.  95th  St.,  Evergreen  Park,  Illinois 

5067  ISGREEN,  E.  Paul  (DR),  2000  S.  9th  East 
St.,  Salt  Lake  City,  Utah 

5068  JARUSZEWSKI,  Edward  John  (IM),  6926 
Blue  Lake  Dr.,  Tucson,  Arizona 

5030  JONES,  J.  S.  Roger  (GP),  Univ.  of  Utah 
Hospital,  Salt  Lake  City,  Utah 

5031  KENDALL,  C.  Norman  (GP),  Naval  Air 
Station,  Los  Alamitos,  California 

5032  KETTEL,  Louis  John  (IM),  Veterans 
Adm.  Hospital,  Tucson,  Arizona 

5033  KIBLINGER,  William  Gordon  (ORS),  926 
E.  McDowell  Rd.,  Phoenix,  Arizona 

5034  KINDER,  Eugene  Joseph  (P),  414  S.  Oak 
Park  Ave.,  Oak  Park,  Illinois 

5035  KIRSCHENBAUM,  M.  Barry  (D),  6450 
N.  California,  Chicago,  Illinois 

5069  KLEITSCH,  William  Philip  (GS),  Vet- 
erans Adm.  Hospital,  Phoenix,  Arizona 

5036  KRAVETZ,  Russell  Stuart  (P),  2607  Bur- 
net Ave.,  Cincinnati,  Ohio 

5070  LAWLER,  Frank  Clement  (OBG),  2800 
W.  87  St.,  Chicago,  Illinois 

5037  LAWSON,  Jerry  Walter  (PATH),  Good 
Samaritan  Hospital,  Phoenix,  Arizona 

5071  LUTSKY,  Solomon  (GP),  391  Pennsylva- 
nia Ave.,  Brooklyn,  New  York 

5072  McDIVITT,  Marcus  Denney  (IM),  8151 
Jenkins  Arcade,  Pittsburgh,  Pa. 
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5038  McNALLY,  Gerald  Francis  (ANES),  Har- 
bor Gen.  Hospital,  Torrance,  California 

5073  MACY,  JR.,  Dorothy  (IM),  705  Beech- 
wood  Rd.,  Media,  Pennsylvania 

5074  MILLER,  J.  Diebert  (PM),  Good  Samari- 
tan Hospital,  Phoenix,  Arizona 

5075  MUENCH,  Robert  James  (GP),  102  S. 
Dunton,  Arlington  Heights,  Illinois 

5076  M UNGER,  JR.,  Elbert  Ervin  (GP),  110 
E.  3rd  St.,  Spencer,  Iowa 

5077  NASH,  Newman  Curtis  (R),  3333  E.  Cen- 
tral St.,  Wichita,  Kansas 

5039  NEESE,  Thomas  Clinton  (IM),  Maricopa 
County  Gen.  Hospital,  Phoenix,  Arizona 

5040  NIELSEN,  John  Rud  (GS),  303  E.  Logan, 
Caldwell,  Idaho 

5041  PELEGRIN,  Robert  Joseph  (GP),  The 
Medical  Center,  Columbus,  Georgia 

5078  ROBBINS,  Laurence  Lamson  (R),  Massa- 
chusetts Gen.  Hospital,  Boston,  Mass. 

5079  ROBISON,  Roy  Calvin  (OBG),  95  Mor- 
gan St.,  Stamford,  Connecticut 

5042  ROSENBAUM,  Louis  Jerome  (OPH), 
4110  North  16th  St.,  Phoenix,  Arizona 

5043  RUPPERT,  Karl  Donald  (GS),  423  W. 
Monterosa,  Phoenix,  Arizona 

5080  SHAPIRO,  Harry  Herbert  (GP),  434  Nor- 
folk St.,  Mattapan,  Massachusetts 

5044  SIMMONS,  William  Charles  (GP),  105 
Navajo  Blvd.,  Holbrook,  Arizona 

5081  SITTLER,  William  Walter  (IM),  10324 
Wininger  Cir.,  Sun  City,  Arizona 

5082  SMITH,  John  Allen  (OBG)  1410  Puritan, 
Detroit,  Michigan 

5045  SMITH,  Samuel  Cole  (OBG),  Univ.  of 
Michigan  Med.  Ctr.,  Ann  Arbor,  Mich. 

5083  SPRATT,  Charles  Edward  (PD-PDA), 
4011  Kingshighway,  Brooklyn,  New  York 

5046  STERN,  Barry  Lewis  (U),  Mayo  Clinic, 
Rochester,  Minnesota 

5047  TAYLOR,  Walter  Morley  (GP),  1355  N. 
Beaver  St.,  Flagstaff,  Arizona 

5048  TERBUSH,  Edward  Lamont  (GP),  216 
Ninth  St.,  Logansport,  Indiana 

5049  TERRY,  Stephen  (OBG),  2250  N.  Alver- 
non  Way,  Tucson,  Arizona 


5050  THOMPSON,  Charles  Oliver  (GP),  Nee- 
dles Hwy.  & Ramar  Rd.,  Bullhead  City 

5051  THOMPSON,  3RD,  Hugh  Currie  (ORS), 
115B  Mason  St.,  Ft.  Huachuca,  Arizona 

5084  USNDEK,  Harold  Edwin  (D),  18485  Mack 
Ave.,  Detroit,  Michigan 

5052  WHALEY,  Ralph  Clarence  (GP),  1220 
Woodland  Ave.,  Barron,  Wisconsin 


The  following  doctors  of  medicine  are  prac- 
ticing under  Temporary  Licenses  as  indicated: 


Expires 

1231  BARR,  Richard  C.  (OBG),  Renewal 

Cochise  County  Hospital  1/18/69 

1232  CASAO,  Robert  L.  (PATH), 

Diagnostic  Lab.,  Phoenix 2/  1/69 

1243  COOPER,  Edward  J.  (IM), 

Grand  Canyon,  Arizona  4/18/69 

1217  DIETER,  Russel  E.  (R), 

Yuma,  Arizona  11/13/68 

1218  GRIMSLEY,  JR.,  William  T.  Renewal 

(GP),  Miami,  Arizona  11/20/68 

1244  HALEY,  JR.,  Robert  J.  (GP), 

Holbrook,  Arizona 4/18/69 

1240  HARWARD,  Thomas  G.  (GP), 

Bullhead  City,  Arizona 3/14/69 

1224  JAMES,  Edwin  C.  (GS-GP), 

Springerville,  Arizona 1/  1/69 

1223  MUTTER,  Catherine  C.  (GP), 

Yuma  County  Health  Dept 12/24/68 

1245  NEVAREZ,  Leonard  J.  (GP), 

Yuma,  Arizona  4/18/69 

1239  OSTROLENK,  David  G.  (R), 

Yuma,  Arizona  3/  5/69 

1234  PARKER,  Jesse  S.  (GS), 

Ganado,  Arizona  2/  1/69 

1219  REDFERN,  Richard  L.  (R), 

Yuma,  Arizona  .11/20/68 

1222  RICE,  Francis  B.  (GP),  Renewal 

Superior,  Arizona  12/15/68 

1242  SMITH,  Barry  M.  (GP), 

Casa  Grande,  Arizona  3/30/69 

1236  SMITH,  Corwin  M.  (OPH), 

Douglas,  Arizona  2/17/69 


GERALD  D.  DORMAN,  M.D.,  PRESIDENT-ELECT  OF  THE  AMERICAN  MEDICAL  ASSO- 
CIATION, WILL  BE  PARTICIPATING  IN  OUR  1969  ANNUAL  MEETING. 

PLAN  TO  ATTEND.  APRIL  22-26,  1969. 


JANUARY,  1969 
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THIRD  BIENNIAL 

SEMINAR  ON  PREMATURITY 

February  22  and  23,  1969 
Westward  Ho  Hotel,  Phoenix 

Partial  Program  Content 

Thomas  K.  Oliver,  Jr.,  M.D., 

“Management  of  the  Newborn  in  the 
Delivery  Room" 

Arnold  J.  Rudolph,  M.D. 

"Physical  Diagnosis  in  the  Nursery" 

Dagmar  Cechanek,  R.N. 

"Nursinq  Concepts  in  Newborn  Intensive 
Care" 

FOR  PHYSICIANS,  NURSES  AND 
SOCIAL  WORKERS 

Registration  fee: 

Both  days  — $7.50 

Saturday  only  — $6.00  (Includes  Lunch) 
Sunday  only  — $2.00 

For  further  information  contact: 

Frederic  W.  Baum,  M.D.,  Director  Maternal 
& Child  Health  Division,  Arizona  State  De- 
partment of  Health 


NUTRITION  COUNCIL  OF 
ARIZONA* 

Seminar  and  Forum 
March  11,  1969 
Safari  Hotel,  Scottsdale 

"Primary  Prevention  of  Coronary  Heart 
Disease"  — Frederick  J.  Stare,  M.D. 

"Hunger  and  Malnutrition  — U.S.A." 

E.  Neige  Todhunter,  Ph.D. 

"Recent  Developments  in  Food  Science" 

B.  S.  Schweigert,  Ph.D. 

Panel  — "Related  Facts  on  Faddism" 

Moderator:  Helen  Cacheris 

Speakers: 

Frederick  J.  Stare,  M.D. 

E.  Neige  Todhunter,  Ph.D. 

B.  S.  Schweigert,  Ph.D. 

*Membership  includes  representation  from  45 
agencies  within  the  professional  and  educa- 
tional fields,  government  and  industry. 


Future 

Medical  Meetings 


AMERICAN  COLLEGE  OF  SURGEONS 
ARIZONA  CHAPTER 

in  association  with 

ARIZONA  SOCIETY  OF 
ANESTHESIOLOGISTS 

presents  the 

ANNUAL  CLINICAL  CONFERENCE 

with  emphasis  on 

SURGERY  AND  ANESTHESIA  IN 
THE  GERIATRIC  PATIENT 

January  24  and  25,  1969 
Safari  Hotel 
Scottsdale,  Arizona 
FACULTY 

J.  GEORGE  MOORE,  M.D.,  Professor  and  Chair- 
man, Department  of  Obstetrics  & Gynecol- 
ogy, U.C.L.A.  Medical  Center,  Los  Angeles, 
California. 

JOSEPH  H.  OGURA,  M.D.,  Lindburg  Professor, 
Department  of  Otolaryngology,  Washington 
University,  School  of  Medicine,  St.  Louis,  Mo. 

J.  MAX  RUKES,  M.D.,  Clinical  Professor  of 
Internal  Medicine,  Stanford  University  Med- 
ical School,  Palo  Alto,  California. 

C.  R.  STEPHEN,  M.D.,  Professor  of  Anesthesiol- 
ogy, University  of  Texas  Southwestern  Med- 
ical School,  Dallas,  Texas. 

JEROME  A.  URBAN,  M.D.,  Professor  of  Clinical 
Surgery,  Cornell  University,  Attending  Sur- 
geon Memorial  Center  for  Cancer  & Allied 
Diseases,  New  York,  N.  Y. 

DERMONT  MELICK,  M.D.,  Professor  of  Surgery 
and  Coordinator,  Regional  Medical  Program, 
College  of  Medicine,  University  of  Arizona. 

GORDON  GRAY,  Administrator  of  Speakers 
Bureau,  Space  Division,  North  American 
Rockwell  Corporation,  Downey,  California. 

Plan  on  attending  the  President's  Banquet,  Fri- 
day, January  24,  at  7:30  p.m.,  to  hear  Mr. 

Gray's  exciting  presentation  "Apollo  Up  To 

Date"  for  a better  understanding  of  our  space 

program. 

For  additional  informaiton  contact: 

John  T.  Wrzesinski,  M.D., 

550  West  Thomas  Road,  Phoenix 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveoJs 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


UroPhosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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t Warn ing:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism-,  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exerc ise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide—Way  induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 


ARIZONA  MEDICINE 


The  “beauty” of  Butiserpazide®  is  that  it  adds 
the  mildly  sedative  effect  of  ButisoP  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Bulsol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 

That’s  the  “Buti”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  *Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ^Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine— Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  "hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTlSERPAZIDE®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure-.  / \ 

Before  prescribing  or  administering.  Me  NEIL 
see  package  insert. 

1 . Coodley,  E.  L. : Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 
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So  hell  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 
But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

TABLETS 

Equagesic* 

(meprobamate  and  ethoheptazine 
citrate  with  aspirin) 


IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy:  Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient’s  welfare. 

Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
blood  transfusions]). 

Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
reported,  almost  always  in  presence  of  known  toxic  agents. 

Overdosage:  See  precautions  section  for  management  of  overdosage. 

Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


i 


j’roco- 


T^e 


X>es3£- 


of 


C°' 

^CA,  O^eCTOB. 


0OCt°r:  thins  straig»  " 

Let's  sei  one  tenefiis,  »11^en0 

n p of  surgi03^  repeat,  1 

HBA'S  ^oeutUlein°no  way,  ^ 

quite  generous ^ your  fee- 

„ ,iu  w ; 


:S.  •«*““  “ „ . .ill ,»  „.i 

» SS«^»»' » jwrssi- 

given  surbmTlflnv  m oraei 
for  the  company 

benefit*  - vou  and 


tne  o—r 

Lefiis-  between  you  a«a 

,.e  doctor,  is  o 
But  your  feo, 

your  patien  • Thanks, 


mTjr 

x n xii 


INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 


4 


ARIZONA  MEDICINE 


remoer  th. 
flcatlons” 
tQn  dictat 
Althoug 
^ad©  Moi* 
down  by  a 
E:f$if  I tor  sharr 
L I flat  objQt 
Was  passfc 

Board  j 
McCredir 
tlon"  sf 
eflmjnr 
to©  sta 
k , The  dv 
nient  cal* 
limit  rat 
mil© 

"cut-off 
Public 
dren 
Priv; 
be  bi 
f'Horo  I or  th, 
school 
The 

SO  SOI' 

£1  I rather, 

tog  ' ?urse>* 


Car  Flins^_n 

ibus,  Sept.  7 i * ' 'Ft  l'(,f  HrpfiL,e  r 

Lane  incurred  a broken  w"S  °f  Patro/man  B.  R.  B ^ 

“ -l'“  driving  FeiteS  ay  tre  hydrant  and  flip?'  tlle  car  hit 

Hasn't  he  n-e  4JPP& 1 ovef  on  its  to. 


He’s  had  enough 
excitement 
for  one  day. 


iferr 


For  the  patient  who  has  been  through  an  accident,  the  worry  and 
anxiety  following  the  experience  may  actually  heighten  the  per- 
ception of  pain.  This  is  why  there’s  a classic  V4  grain  sedative 
dose  of  phenobarbital  in  Phenaphen  with  Codeine  — to  take  the 
nervous  “edge”  off,  so  the  rest  of  the  formula  can  control  the 
pain  more  effectively. 

Phenaphen8  with  Codeine 

Phenaphen®  with  Codeine  No.  2,  No.  3,  or  No.  4 contains:  Phenobarbital  (Vi  gr.),  16.2  mg. 
(Warning:  may  be  habit  forming);  Aspirin  (2'A  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  ’A  gr.  (No.  2),  'h  gr.  (No.  3),  or  1 gr. 
(No.  4).  (Warning:  may  be  habit  forming). 

THE  COMPOUND  ANALGESIC  THAT  CALMS  INSTEAD  OF  CAFFEINATES 


Indications;  Phenaphen  with  Codeine  provides  re- 
lief in  severer  grades  of  pain,  on  low  codeine  dos- 
age, with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity  to  any 
of  the  components.  Precautions:  As  with  all  phen- 
acetin-containing  products  excessive  or  prolonged 
use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  1 or  2 capsules  at 
2 to  4 hour  intervals,  or  as  directed  by  physician. 
For  further  details  see  product  literature. 

A.  H.  ROBINS  COMPANY  ft  [J  nADIMC 
RICHMOND,  VA.  23220  /I'rl'j  ^Uo  I N J 


SEMI-ANNUAL 
PREMIUM  RATES 


MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

Serviced  By  . . . 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  PhiD. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
355-6200 


ARIZONA  MEDICINE 


“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


“anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL 

soothing , palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (11.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC* 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


M-91-4C 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings”). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units) ; Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 


0RALPEN«VEE"K 

(potassium  phenoxymethyl  penicillin) 


J Medical  Center  OC-Maif  and  Clinical  Aaforatort/ 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


AUTOMATED 


MEDAC 


IVIED  AC  — Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MEDAC  MEANS  PROFIT! 


MEDAC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 

MED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

MEDAC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

MEDAC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 


COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION  J 

Phoenix:  261-2718 
Tucson:  624-7361 


ARIZONA  MEDICINE 


“Breathing’s  a snap  again”  he  said  gingerly. 


(COMPLIMENTS  OF  DIMETAPP) 


Help  clear  up  that  miserable  stuffed-up 
feeling  with  Dimetapp.  Each  hard-work- 
ing Extentab  brings  welcome  relief  from 
the  stuffiness,  drip  and  congestion  of  upper 
respiratory  conditions  for  up  to  10-12 
hours.  Yet,  patients  seldom  experience 
drowsiness  or  overstimulation.  The  key  to 
success  is  the  Dimetapp  formula:  Dime- 
tane  (brompheniramine  maleate)—  along 
with  phenylephrine  and  phenylpropanola- 
mine, two  time-tested  decongestants.  They 
get  the  job  done  ...  in  a hurry. 


Indications:  Dimetapp  is  indicated 
for  symptomatic  relief  of  the 
allergic  manifestations  of  respi- 
ratory illnesses,  such  as  the 
common  cold  and  bronchial  asthma, 
seasonal  allergies,  sinusitis, 
rhinitis,  conjunctivitis,  and  otitis. 
Contraindications : Hypersensitivity 
to  antihistamines.  Not  recommended 
for  use  during  pregnancy. 
Precautions:  Until  patient's 
response  has  been  determined,  be 
should  be  cautioned  against 


engaging  in  operations  requiring 
alertness.  Administer  with  care 


to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 
Side  Effects:  Hypersensitivity 
reactions  including  skin  rashes, 
urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on 
rare  occasions.  Drowsiness,  lassitude, 
nausea,  giddiness,  dryness  of 
the  mouth,  mydriasis,  increased 
irritability  or  excitement  may 
be  encountered. 

Dosage:  1 Extentab  morning  and 
evening. 

Supplied : Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 


in  sinusitis,  colds,  U.R.I. 

Dimetapp  Extentabs 


(Dimetane®  [brompheniramine  maleate],  12  mg.; 
phenylephrine  HC1, 15  mg.;  phenylpropanolamine  HC1, 15  mg.) 


up  to  10-12  hours  clear 
breathing  on  one  tablet 


RICHMOND,  VA.  23220 


AH-ROBINS 


the  "daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (H  gr.)  to  30  mg.  {]/2  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  {'A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  gr.). 

( Me  NEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


Here,  catch 
these  Cough 
Calmers.  You  can 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A H Robins  Company,  Richmond,  Virginia  23220 


/FH-^OBINS 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

Thomas  F.  Hartley,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  A. 

DERMATOLOGY 

Oeie  Carl  Yarbrough,  M.D. 

EAR,  NOSE  and  THROAT 
Richard  Zonis,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

James  T.  Chesnut,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

RADIOLOGY 

D.  J.  Murry,  M.D. 

M.  Herbert  Nathan,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 

Wilfred  M.  Potter,  M.D. 

DENTISTRY 

Lurnone  E.  Milkneng,  D.D.S. 

OTHERS 

Srutvva  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 


JANUARY,  1969 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

INVITES 

INDUSTRIAL  PRESCRIPTIONS 


your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


Suites  divided  and  plumbed  for  doctors  or 
dentists;  refrigerated,  some  carpeted,  ample 
parking;  a proven  location.  Call  owner  — Bill 
Cole  at  French  Realty  Co.,  24  hr.  service  — 
956-3750. 


Physicians  for  group  practice.  Group  is  GP 
oriented  with  privileges  in  well  equipped  hos- 
pital commensurate  with  ability.  Offices  are 
integrated  with  hospital,  eliminating  unneces- 
sary travel.  Industrial  connection  permits  $27,- 
000  guaranteed  income  without  investment. 
Many  excellent  fringe  benefits.  Group  located 
in  excellent  southwestern  climate  and  in  a con- 
genial community.  Reply  Box  68-6,  Arizona 
Medicine,  4601  N.  Scottsdale  Road,  Scottsdale, 
Arizona  85251 . 


24-HOUR  AIR  AMBULANCE  SERVICE 


a.  l mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


ARIZONA  MEDICINE 
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WHY  DOES  SHE  DO  YOUR  BLUE  SHIELD  CLAIMS  FIRST? 

First  of  all,  because  they're  simpler  and  take  less  time  than  most  of  the  others.  What's 
more,  Blue  Shield  pays  off  twice  monthly— usually  before  your  patient-billing  date.  If  you 
think  we  may  be  going  out  of  our  way  to  make  things  easy  for  you  and  your  office,  you're 
right!  Because,  without  the  help  of  the  medical  profession  we  could  not  exist!  And  your 
patients  couldn't  receive  so  many  important  health  benefits  so  economically. 

YOU  CAN'T  BEAT  'EM... SO  JOIN  'EM 

Blue  CROSS 
blue  Shield 

PHOENIX  • TUCSON  • FLAGSTAFF 


HW&D  BRAND  OF IUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTION 


■ LUTREXIN,  the  non-steroid  "uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  even 
when  massive  doses  (25  tablets  per  day) 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,000 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  2120 


< LTR23 ) 


Is  there  a doctor  in  the  house? 


Yes  indeed,  we  have  a number  of  the  most 
successful.  They’ve  chosen  a Regency  House  home 
because  it  best  meets  a busy  doctor’s  special 
needs  . . . your  needs.  Enjoy  complete  privacy  in  an 
elegant  setting  designed  with  the  spaciousness 
of  a home  rather  than  the  confines  of  an  apartment. 
You'll  have  these  important  extras,  too:  24-hour 
security  guard  service,  remote-control  covered 
parking,  the  services  of  doormen,  parking  attendants 
and  maids,  a financial  library,  heated  swimming 
pool,  and  even  a Dow  Jones  ticker  tape  machine  in 
the  lobby!  Come,  inspect  beautiful,  new 
Regency  House.  Discover  the  many  ways  this 
luxury  home  on  the  Phoenix  skyline  fulfills  your 
special  requirements!  It’s  ideally  located  near  all 
major  hospitals  and  medical  buildings. 
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2323  North  Central  Avenue 
Telephone:  252-2323 


The  J.  W.  Colachis  Development  Co. 
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Priscoline 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com 
fort.  It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
cian just  the  right  measure  of  relief. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


1 

DOSAGE 

Careful  individualizatioi « 
dosage  is  required. 

Tablets:  Usually  25  mg  4 J 
times  daily  is  sufficient.  If  necei 
dosage  may  be  increased  gradual 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 L' 
every  12  hours  will  achieve  the  i 
effect  as  one  25-mg  regular  table  j 
every  4 hours  (6  times  a day).  Tji 
continuous  action  throughout  tf  j 
night  is  achieved  without  the  ne  1 
arising  to  take  additional  medic  4 

1 


IED 

Tablets,  25  mg  (white,  scored) ; 
of  100  and  1000. 

Confabs, 80  mg  (bright  yellow; ; 
of  100. 

!S®  (long-acting  tablets  ciba) 

t complete  literature  before 
bing. 


B A 

Pharmaceutical  Company 
t,  N.J. 
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Occupational  therapist  guides  patient  in  newly  acquired 
hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospita 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospital 


seated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 

ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


5055  North  34th  Stre 
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Editor  s Page 


Once  again  it  is  our  pleasure  to  present  a 
special  issue  of  Arizona  Medicine.  This  issue  has 
been  edited  by  our  first  Guest  Editor,  MacDon- 
ald Wood,  M.D. 


Doctor  Wood  was  born  in  Manitowoc,  Wiscon- 
sin. He  attended  Northwestern  University  School 
of  Medicine,  received  his  M.D.  degree  in  1943, 
and  then  interned  at  Cincinnati  General  Hos- 
pital. Residencies  were  served  at  that  hospital 
as  well  as  Passavant  Memorial  Hospital,  Chicago, 
and  the  VA  Hospital  in  Dayton.  Doctor  Wood 
was  certified  by  the  American  Board  of  Surgery 
in  1930.  He  has  been  in  practice  in  Arizona  since 
1953.  In  1960,  Doctor  Wood  served  as  President 
of  the  Arizona  Chapter  of  the  American  College 
of  Surgeons.  He  is  on  the  surgical  staff  at  South- 
side  District  Hospital,  St.  Luke’s  Hospital,  Good 
Samaritan  Hospital,  John  C.  Lincoln  Hospital, 
Memorial  Hospital,  St.  Joseph’s  Hospital,  and 
is  Chairman  of  the  Department  of  Surgery  at 
Maricopa  County  General  Hospital. 

The  issue  and  the  Guest  Editor  need  no 
further  introduction. 


Roland  F.  Schoen,  M.D. 
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Should  we  put 
Novahistine 
Expectorant 
in  tunny-looking 
bottles? 


We  were  kids  ourselves  once.  That's  why 
we're  always  thinking  of  ways  to  make 
Novahistine®  Expectorant  more  appealing  to 
your  young  patients. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 
You'll  find  that  Novahistine  Expectorant 
doesn't  have  to  come  in  funny-looking  bottles 
to  get  where  it  needs  to  go.  And  you'll  find 
that  it  is  particularly  well-tolerated  and  effec- 
tive in  liquefying  tenacious  exudates  and 
encouraging  expectoration  in  the  young  patient 
suffering  bronchitis.  In  addition,  it  provides 
decongestant  action  and  controls  the  cough. 
Each  5-ml.  teaspoonful  of  Novahistine  Expec- 
torant decongestant-antitussive  contains 


codeine  phosphate,  10  mg.  (warning:  may  be 
habit-forming);  phenylephrine  hydrochloride, 
10  mg.;  chlorpheniramine  maleate,  2 mg.; 
glyceryl  guaiacolate,  100  mg.;  chloroform, 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus.  hyperthy- 
roidism or  urinary  retention.  Caution  ambula- 
tory patients  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period 
is  contraindicated,  since  codeine  phosphate 
may  cause  addiction. 


PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 


1969 


"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure , 
but  in  rest  from  pain V 

John  Dryden 


Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

*B.W.  & Co.'  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  &CO.  (U.S.A.)  INC.,  Tuckahoe,  N. Y. 


anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


anorectal 

disorder” 


includes  a range  of  problems 

For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL" 

soothing , palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC* 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available : anusol®  ointment  and  anugesic®  ointment 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


See  next  page  for  prescribing  informal 


You’ve  made  it 
one  of  your  specific 
in  acute  otitis  media 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  the 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this  | 
coverage  may  be  important.  However,  some  strain  j 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  actioij 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


rexia, nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocoliti' 
pruritus  ani.  Skin  — maculopapular  and  erythematous  rashes;  a rar 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitive 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney-  rise  in  BUN 
apparently  dose-related.  Transient  increase  in  urinary  output,  somr'j 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions-urt 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (ye 
low-brown)  in  children  of  mothers  given  this  drug  during  the  latter  ha; 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seeni 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Demethylchlortetri; 
cycline  may  form  a stable  calcium  complex  in  any  bone-formingtissil 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 
Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Shoul 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption 
impaired  by  the  concomitant  administration  of  high  calcium  conter 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococci 
infections  should  continue  for  10  days,  even  though  symptoms  hav 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  30 
mg,  150  mg  and  75  mg  of  demethylchlortetri 
cycline  HCI.  39!, 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Syntex  announces 


(norethindrone  1 mg  with 
mestranol  0.08  mg) 


woman. 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 — |—  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 
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The 

worn;  in 

X*hcr  regimen 

No  matter  how  effective  ^ her  ora]  contraceptive  is  . . 


if  she  forgets,  she  loses  the  protection  she’s  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible: 
either  21- day  (3  weeks  on,  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  A — the  way  she  lives  her  life. 


newMemorette 

Norinyl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars . . .just  the 
beautiful  Memorette  for  her  convenience. 


Yoriiiyl 

i+so 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

2I&28 

day  regimens 


CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMROEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity) 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1.5/100,000 

3.9/100.000 

47/100,000 

Nonusers 

0.2/100.000 

0.5/100,000 

5/100,000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  TJ  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 


SYNTEX 

SYNTEX  LABORATORIES,  INC. 
PALO  ALTO,  CALIFORNIA  94304 


Ornade 


Prompt  relief  from  nasal  congestion  and  hypersecretion  due  to  colds. 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  literature  or  PDR 
Contraindications:  Glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  or 
bladder  neck  obstruction. 

Precautions:  Use  cautiously  in  the  presence  of  hypertension,  hyperthyroidism,  coronary  artery 
disease,  warn  vehicle  or  machine  operators  of  possible  drowsiness. 

Usage  in  Pregnancy:  Use  in  pregnancy,  nursing  mothers  and  women  who  might  bear  children  only 
when  potential  benefits  have  been  weighed  against  possible  hazards. 

Note:  The  iodine  in  isopropamide  iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake; 
discontinue  Ornade'  one  week  before  these  tests. 

Adverse  Reactions  : Drowsiness ; excessive  dryness  of  nose,  throat  or  mouth  , nervousness ; 
insomnia  Other  known  possible  adverse  reactions  of  the  individual  ingredients  : nausea,  vomiting, 
diarrhea,  rash,  dizziness,  fatigue,  tightness  of  chest,  abdominal  pain,  irritability,  tachycardia, 
headache,  incoordination,  tremor,  difficulty  in  urination.  Thrombocytopenia,  leukopenia  and 
convulsions  have  been  reported. 

Supplied  : Bottles  of  50  capsules. 

One  capsule  q12h  for  round-the-clock  relief 

® Trademark  Each  capsule  contains  8 mg.  of  Teldrm®  (brand  of 
chlorpheniramine  maleate)  ; 50  mg  of  phenylpropanolamine 
hydrochloride;  2 5 mg.  of  isopropamide,  as  the  iodide. 

Spansule®  capsules  SK 

brand  of  sustained  release  capsules  Smith  Kline  8i  French  Laboratories  &F 
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"Mans  best  friencTin  wintertime  diarrheas 

In  winter  "flu"  and  viral  gastroenteritis,  Donnagel 
(4  oz.  size!)  can  bring  aid  and  comfort  to  sufferers 
from  both  diarrhea  and  its  discomforts  because  it 
contains  kaolin  and  pectin  plus  belladonna  alkaloids 
(asin  Donnatal  ).  Donnagel  treats  the  whole  diarrhea 
problem.  Available  on  your  prescription  or 
recommendation.  A.  H.  Robins  Company,  Richmond,  Va.  23220 


THERE’S  A 
FORMULATION 
FOR  EVERT 
COUGHING  NEED 

All  five  members  of  the  Robitussin 
family  contain  glyceryl  guaiacolate. 

This  outstanding  expectorant  agent 
increases  the  output  of  lower  respiratory 
tract  fluid  (R.T.F.)  Increased  R.T.F. 
volume  thins  mucus,  thereby  improving 
the  action  of  bronchial  and  tracheal 
cilia  and  making  thick,  inspissated 
mucus  less  viscid  and  easier  to  raise. 


For  coughs  ot  colds  and  "flu" 

ROBITUSSIN® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Alcohol,  3.5% 

For  unproductive,  allergic  coughs 

ROBITUSSIN  A-C®  (exempt  narcotic) 


Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate  10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  lor  6-8  hour  cough  control 


ROBITUSSIN-DM® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate  100  mg. 

Dextromethorphan  hydrobromide  ....  15.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
lor  "coughs  on  the  go " 

COUGH  CALMERS™ 

Each  Cough  Calmer  contains: 

Glyceryl  guaiacolate 50  mg. 

Dextromethorphan  hydrobromide  ..  7.5  mg. 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

ROBITUSSIN-PE® 

Each  5 cc.  contains: 

Glyceryl  quaiacolate  100  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin 

Robitussin  A-C 

Robitussin-DM 

Cough  Calmers 

Robitussin-PE 

Expectorant  • 

• 

• 

• 

• 

Demulcent  • 

• 

• 

• 

• 

Cough  Suppressant 

• 

• 

• 

Antihistamine 

• 

Non-Narcotic  • 

• 

• 

• 

Long-Acting  (6-8  Hours) 

• 

• 

Nasal,  Sinus  Decongestant 

• 

PHOTO  BY  VICTOR  HAND 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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It’s  almost  as  if  you  were  there  to 
give  an  injection  of  penicillin 


V-Cillin  K , Pediatric  dependable  oral  penicillin  therapy 

Potassium  Phenoxymethyl  Penicillin 


Description:  V-Cillin  K,  the  potassium  salt  of  V-Cillin®  (phe- 
noxymethyl penicillin,  Lilly),  combines  acid  stability  with  immedi- 
ate solubility  and  rapid  absorption.  Higher,  more  rapid  serum 
levels  are  obtained  than  with  equal  oral  doses  of  penicillin  G. 
Indications:  Streptococcus,  pneumococcus,  and  gonococcus  in- 
fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
tonsillectomy  and  tooth  extraction  in  patients  with  a history  of 
rheumatic  fever  or  congenital  heart  disease. 

Contraindication:  Penicillin  hypersensitivity. 

Warnings:  In  rare  instances,  penicillin  may  cause  acute  anaphy- 
laxis which  may  prove  fatal  unless  promptly  controlled.  This  type 
of  reaction  appears  more  frequently  in  patients  with  a history  of 
sensitivity  reactions  to  penicillin  or  with  bronchial  asthma  or 
other  allergies.  Resuscitative  drugs  should  be  readily  available. 
These  include  epinephrine  and  pressor  drugs  (as  well  as  oxygen 
for  inhalation)  for  immediate  allergic  manifestations  and  anti- 
histamines and  corticosteroids  for  delayed  effects. 

Precautions:  Use  cautiously,  if  at  all,  in  a patient  with  a strongly 
positive  history  of  allergy. 

In  prolonged  therapy  with  penicillin,  and  particularly  with  high 
parenteral  dosage  schedules,  frequent  evaluation  of  the  renal 
and  hematopoietic  systems  is  recommended. 

In  suspected  staphylococcus  infections,  proper  laboratory 
studies  (including  sensitivity  tests)  should  be  performed. 

The  use  of  penicillin  may  be  associated  with  the  overgrowth 
of  penicillin-insensitive  organisms.  In  such  cases,  discontinue 
administration  and  take  appropriate  measures. 


Adverse  Reactions:  Although  serious  allergic  reactions  are  much 
less  common  with  oral  penicillin  than  with  intramuscular  forms, 
manifestations  of  penicillin  allergy  may  occur. 

Penicillin  is  a substance  of  low  toxicity,  but  it  possesses  a sig- 
nificant index  of  sensitization.  The  following  hypersensitivity  re- 
actions have  been  reported:  skin  rashes  ranging  from  maculo- 
papular  eruptions  to  exfoliative  dermatitis;  urticaria;  and  reac- 
tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
four  hours.  For  infants,  50  mg.  per  Kg.  per  day  divided  into  three 
doses. 

See  package  literature  for  detailed  dosage  instructions  for 
prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 

How  Supplied:  Tablets  V-Cillin  K®  (Potassium  Phenoxymethyl 
Penicillin  Tablets,  U.S.P.),  125  mg.  (200,000  units),  250  mg. 
(400,000  units),  and  500  mg.  (800,000  units). 

V-Cillin  K®  (potassium  phenoxymethyl  penicillin,  Lilly),  Pedi- 
atric, for  Oral  Solution,  125  mg.  (200,000  units)  and  250  mg. 
(400,000  units)  per  5 cc.  of  solution 
(approximately  one  teaspoonful).  [o4J56?a] 

900,34  Additional  information  available 

to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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MacDONALD  WOOD,  M.D. 
CHAIRMAN  OF  SYMPOSIUM  AND 
CHAIRMAN  OF  DEPARTMENT  OF  SURGERY 
MARICOPA  COUNTY  GENERAL  HOSPITAL 


From  the  time  of  the  accident  to  the  definitive 
treatment  of  the  victim,  the  proper  care  and 
management  of  the  injured  person  is  a demand- 
ing, complicated  and,  as  yet,  a partially  solved 
problem. 

A postgraduate  conference  in  the  form  of  a 
Symposium  on  the  “Emergency  Care  of  the  Mul- 
tiple Injured  Person”  was  held  on  March  9,  1968. 
The  aim  was  to  provide  constructive  information 
not  only  to  the  medical  profession,  but  to  every- 
one concerned  with  care  and  transportation  of 
the  injured.  This  included  legislators,  hospital 
administrators,  emergency  department  directors, 
nurses,  law  enforcement  persons,  rescue  squads, 
paramedical  and  supportive  personnel. 

The  initial  speaker,  of  a highly  qualified  and 
competent  faculty,  was  Dr.  Dermont  Melick, 
who  clearly  defined  the  accident  problem  and  its 
impact  on  the  future  of  mankind. 

Gruesome  and  realistic  photographs  depicted 
the  scene  of  the  accident  in  Dr.  Alan  Nahum’s 
lecture.  His  portrayal  of  the  problems  at  the  site 
of  the  accident,  through  a magnificent  slide  pre- 
sentation, could  never  effectively  be  reproduced 
in  written  form.  As  a result  this  publication  lacks 
his  contribution.  Accident  investigative  work  and 
research  efforts  in  injury  producing  accidents 
have  consumed  a major  portion  of  his  time  at  the 
University  of  California  in  Los  Angeles  and  have 
elevated  him  to  an  authoritative  level. 

Professor  Lawrence  Patrick,  with  his  learned 
comprehension  of  the  biomechanics  of  injury, 
demonstrated,  by  means  of  still  and  motion  pic- 
tures, the  mechanisms  of  force  that  produce  in- 
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juries  to  accident  victims.  It  was  impossible  to 
convert  these  images  to  the  written  word,  and  an 
expertise  of  his  lecture  will  be  denied  us.  His 
studies  in  the  Engineering  Mechanics  Depart- 
ment and  in  conjunction  with  the  Department  of 
Neurosurgery,  School  of  Medicine,  both  at 
Wayne  State  University,  have  resulted  in  major 
contributions  to  the  growing  knowledge  of  in- 
jury research. 

The  removal  of  victims  from  the  accident  has 
been  an  aspect  of  education  that  has  been  ne- 
glected. Colonel  Louis  Kossuth’s  discussion  of  a 
method  of  extrication  is  a significant  addition  to 
the  paucity  of  information  about  this  subject. 

A vital  link  in  reducing  deaths  and  permanent 
injuries  from  motor  vehicle  accidents  is  the 
transportation  of  the  injured  via  the  helicopter. 
Dr.  James  Schamadan’s  publication  “An  Air 
Medical  Evacuation  System  for  Highway  Acci- 
dent Victims”  was  co-authored  by  Lt.  Col.  Rob- 
ert L.  Sears  of  the  U.  S.  Army,  one  of  the  original 
group  of  Army  officers  who  synthesized  the  air 
mobility  plans  now  employed  in  Vietnam.  His 
contributions  aided  Dr.  Schamadan,  who  pre- 
sented the  concept  of  aircraft  transportation  of 
the  seriously  injured  to  a competent  medical 
facility. 

The  organization  of  emergency  receiving  areas 
in  civilian  hospitals  was  a joint  endeavor  of  Dr. 
Robert  Baker,  who  described  the  Cook  County 
Hospital  Trauma  Unit  in  Chicago,  and  Dr. 
Thomas  Hunt,  who  explained  the  problems  en- 
countered in  the  Emergency  Hospitals  in  San 
Francisco  County.  The  latter  presentation  is  in- 
corporated into  the  present  publication. 


The  triage  of  the  injured,  after  reaching  the 
emergency  department,  was  classified  in  order 
of  priority  by  Dr.  Thomas  Hunt.  The  resuscita- 
tion and  the  treatment  of  shock  were  enunciated 
by  Dr.  Robert  Baker,  whose  ideas  are  contained 
in  a reprinting  of  an  article  “Changing  Concepts 
in  Treatment  of  Hypovolemic  Shock”  from  the 
January  1967  issue  of  the  Medical  Clinics  of 
North  America.  Dr.  William  C.  Shoemaker,  Pro- 
fessor of  Surgery  at  Chicago  Medical  School,  is 
the  co-author. 

In  the  discussion  of  specific  injury  areas,  Dr. 
Eric  Fonkalsrud  presented  the  airway  problems 
accompanying  the  trauma  victim  and  outlined 
the  proper  management.  Several  pitfalls  in  the 
care  of  patients  with  abdominal  injury  were  suc- 
cinctly itemized  by  Dr.  Roger  Sherman,  and  the 
Symposium’s  final  presentation  was  by  Dr. 
Charles  Evarts,  who  reviewed  the  hazard  of  fat 
embolism  and  advocated  specific  therapeutic 
measures. 

The  care  and  management  of  the  injured  per- 
son at  the  accident  site,  the  extrication  from  the 
area  and  the  transportation  to  an  organized 
trauma  unit  were  instructively  presented.  Emer- 
gency room  care,  evaluation  of  injuries,  and 
treatment  of  certain  life  endangering  conditions 
gave  a comprehensive  picture  of  the  proper 
emergency  care. 

It  is  hoped  that  publication  of  the  Symposium’s 
proceedings  in  ARIZONA  MEDICINE  will  sup- 
ply pertinent  and  informative  data  for  all  per- 
sons involved  in  the  care  and  transportation  of 
the  injured  person. 
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INTRODUCTION  OF  THE  ACCIDENT  PROBLEM 

DERMONT  W.  MELICK,  M.D. 


It  is  not  my  assignment  today  to  speak  to  the 
exact  title  of  this  symposium  (The  Emergency 
Care  of  the  Multiple  Injured  Person ) but,  rather, 
I have  the  task  of  bringing  forward  a theme  that 
will  relate  to  all  of  the  speeches  of  all  of  the 
participants  in  this  symposium.  This  is  an  easy 
assignment,  or  so  it  seems  to  me.  I simply  wave 
the  yellow  precaution  flag  before  you  and  you 
respond  by  slowing  down,  speaking  more  pre- 
cisely, and  more  clearly  but  especially  less 
lengthily. 

You  as  participants,  in  this  symposium  are 
obligated  to  talk  in  terms  of  what  to  do  after  the 
fact  of  an  accident.  I will,  therefore,  expound 
on  the  proverbial  ounce  of  prevention.  Hope- 
fully my  thoughts  could  result  in  actions  that 
might  reduce  the  accidents  about  which  you  are 
deeply  concerned.  If  automobile  crash  statistics 
could  be  compiled  properly,  I might  predict  with 
fair  accuracy  where  the  next  crash  will  occur.  By 
proper  methods  of  prevention  I could  then  elimi- 
nate the  crash,  and  secondarily,  eliminate  the 
necessity  for  this  symposium. 

Recognizing  the  above  impossible  of  accom- 
plishment, I will  take  an  alternative  route  to 
bring  to  your  attention  the  theme  of  safety  meas- 
ures that  should  be  applicable  throughout  the 
discussions  that  will  take  place  in  this  sym- 
posium. I find  that  safety  measures  and  safety 
precautions  must  be  implanted  in  two  very  dif- 
ferent types  of  places.  In  the  one,  the  safety 
measures  must  be  a part  of  the  physical  makeup 
of  the  vehicle  in  which  the  crash  takes  place.  In 
the  second  instance,  the  safety  precaution  must 
be  established  in  the  brain  of  the  individual  who 
is  headed  for  the  crash.  In  the  first  instance  we 
find  a long  story  which  I will  not  detail  to  you. 
You  will  recognize  auto-making  architecture  as 
devoted  to  the  compliance  and  receptivity  of 


Professor  of  Surgery  and  Coordinator,  Arizona  Regional  Medical 
Program,  College  of  Medicine  — University  of  Arizona,  Tucson, 
Arizona. 

Presented  at  the  Trauma  Symposium;  “Emergency  Care  of  the 
Multiple  Injured  Person,”  of  Maricopa  County  General  Hospital  at 
Del  Webb’s  Townhouse,  Phoenix,  Arizona,  March  9,  1968. 


automobile  companies.  Their  efficiency  is  judged 
by  you  and  it  is  judged  by  me  and  it  is  judged 
by  other  vocal  and  agitated  citizens  of  the  ilk  of 
Nader.  I pass  by  this  with  hardly  a second  glance 
as  I recognize  it  as  an  emotion-packed  subject, 
loaded  with  great  expectations  and  influenced  by 
factors  ranging  from  fact  to  fancy  from  ignorance 
to  super-sophisticated  genius  and  I plead  not 
guilty  to  any  opinion  bordering  on  basic  knowl- 
edge of  what  the  argument  is  all  about.  I will 
dwell  on  safety  and  especially  what  safety  has 
to  do  with  the  brain  of  the  crash  victim.  Picture 
him  in  high  gear  and  smoothly  running  at  80 
mph  toward  his  moment  of  truth.  Predetermined, 
predictable,  inevitable  destiny  awaits  him. 
Knowing  this  why  cannot  we  do  something  about 
it? 

Howard  Pyle,  President  of  the  National  Safety 
Council,  recently  answered  my  request  for  a 
contribution  to  this  symposium  and  I pass  along 
to  you  at  this  time  a combination  of  his  and  my 
thoughts. 

Safety  is  now  a major  item  on  the  White 
House  agenda,  and  we  will  hear  more  and  more 
about  it  as  time  goes  by.  The  main  question 
concerning  us  here  has  to  do  with  what  can  we 
do  to  better  educate  our  young  people  to  avoid 
their  date  with  destiny?  Our  institutions  of 
higher  learning  are  derelict  in  not  graduating 
design  engineers,  architects  and  other  specialists 
whose  goal  should  be  auto  safety  design.  One 
hundred  and  thirty-three  schools  of  engineering 
in  our  colleges  were  asked  about  the  status  of 
safety  activity,  especially  curriculum  content 
they  were  offering  to  their  students.  Eighty  per- 
cent of  the  schools  replied  (108  replies  out  of 
133  questionnaires).  Twenty-seven  schools  had 
safety  directors  but  no  safety  course  offerings. 
Eighteen  schools  reported  safety  course  offer- 
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ings  but  no  safety  director.  Only  one  reported  a 
safety  program  leading  to  a degree.  Only  three 
schools  offered  more  than  a single  course  or  lec- 
ture. This  questionnaire  points  up  the  need  for 
a large  effort  on  our  part  to  stimulate  safety 
education  in  our  colleges.  Recognizing  this  fail- 
ure in  educational  effort,  where  do  we  find  a 
goat  to  take  the  brunt  of  the  criticism?  The  de- 
sign engineer  ends  up  in  this  unhappy  spot. 
Where  should  the  design  engineer  learn  his  les- 
sons? Should  his  course  be  related  to  safety  or 
simply  structural  design  related  to  metallic  stress 
and  strain?  The  latter  may  satisfy  the  automobile 
companies  interested  in  an  A-l  product,  but  we 
as  physicians  should,  in  the  language  of  our  com- 
puter colleagues,  be  interested  in  the  software 
that  rides  inside  of  the  hardware. 

If  we  are  interested  we  should  insist,  therefore, 
that  students  of  design  engineering  must  be  of- 
fered the  opportunity  to  get  a broadened  educa- 
tion to  include  safety  innovations  in  the  field  of 
design  engineering.  The  circumstances  and  the 
times  demand  it. 

Sometimes  we  physicians  are  prone  to  be  com- 
placent about  advice  regarding  what  we  should 
or  should  not  be  doing.  Ordinarily  we  listen  with 
a deaf  ear  or  we  participate  in  a desultory  man- 
ner by  lip  service,  characterized  by  apathetic 
lassitude.  This  changes  to  one  of  alert,  bright- 
eyed, bushy-tailed  aggressiveness  if  someone 
remarks,  “I  hope  your  malpractice  coverage  is 
high  and  your  premiums  are  paid  up  to  date.” 
Once  we  are  revived  from  the  shock  of  such  a 
statement,  our  sensorium  is  often  very  receptive 
to  almost  anything  one  cares  to  discuss  and  es- 
pecially if  there  seems  to  be  a personal  involve- 
ment in  the  events  in  question.  Such  should  be 
our  concern  here.  Our  involvement  is  indirect 


now  but  it  may  not  always  be  so.  Fifteen  years 
ago  there  was  but  a handful  of  cases  in  the  courts 
involving  the  question  of  product  liability.  Today 
such  suits  can  be  counted  in  the  tens  of  thous- 
ands. The  basic  principle  of  tort  law  — that  lia- 
bility is  based  on  fault  and  that  in  the  absence  of 
fault  there  is  no  liability  — is  under  tremendous 
pressure.  A new  philosophy  would  like  the  courts 
to  adopt  a theory  that  if  someone  is  hurt,  the 
manufacturer  must  pay  whether  there  is  negli- 
gence or  not.  This  trend  in  thought  and  practice 
can  be  considered  as  handwriting  on  the  wall. 
If  the  foregoing  statement  is  not  enough  to  chill 
the  marrow  of  the  bones  of  my  good  medical 
colleagues,  I miss  my  bet.  The  multiple  injured 
individual  has  multiple  reasons  to  be  aggrieved 
and  in  so  acting  to  attain  his  goal  he  drags  along 
all  of  us  — some  of  us  reluctant  and  kicking  and 
screaming  — but  inexorably  the  dragging  opera- 
tion continues  uninterrupted. 

If  the  consumer  interest  is  to  be  protected  we 
must  recognize  four  common  rights. 

1.  Right  to  safety  — To  be  protected  against  a 
marketing  of  goods  which  are  hazardous  to 
health  or  life. 

2.  The  right  to  be  informed  — To  be  protected 
against  fraudulent,  deceitful  or  grossly  mis- 
leading information,  advertising,  labeling 
or  other  practices,  and  to  be  given  the  facts 
needed  to  make  an  informed  choice. 

3.  The  right  to  choose  — To  be  assured  wher- 
ever possible  access  to  a variety  of  products 
and  service  at  competitive  prices,  and  in 
those  industries  in  which  competition  is  not 
workable  and  government  regulations  are 
substituted  to  be  assured  satisfactory  qual- 
ity and  service  at  fair  prices. 

4.  The  right  to  be  heard  — To  be  assured  that 
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consumer  efforts  will  receive  full  and  sym- 
pathetic treatment  in  its  administrative 
tribunals.  ...  so  spoke  John  F.  Kennedy. 

An  editorial  in  the  Arizona  Republic  of  March 
1968  further  states: 

“RECRUITING  ENGINEERS.  Because  the  j 
United  States  is  the  greatest  industrial  nation  ' 
in  the  world,  it  needs  increasing  numbers  of 
engineers.  It  isn’t  getting  them.  In  the  last  10 
years  total  male  college  enrollments  have  in- 
creased 52  per  cent;  engineering  enrollments 
have  increased  1 per  cent. 

In  1966,  17  per  cent  of  the  Japanese  college 
graduates  were  engineers  and  scientists.  The 
Russians  graduate  138,000  engineers  a year; 
the  United  States  awarded  36,000  bachelor  de- 
grees in  engineering  last  year. 

The  shortage  is  so  acute  that,  according  to  a 
Deutscli  C Shea  ad  in  the  current  Fortune, 
250  organizations  interviewed  231  engineering 
and  science  graduates  on  one  American  cam- 
pus last  June.  The  shortage,  says  the  ad,  will 
reach  crisis  proportions  in  the  1970s. 

The  Engineering  Manpower  Commission  of 
the  Engineers  Joint  Council  has  created  a Task 
Force  to  tackle  the  problem.  It  will  hold  a 
national  symposium  in  May,  to  which  the  busi- 
ness, technical,  government  and  academic 
communities  will  be  invited  to  send  represen- 
tatives. 

Much  of  the  growth  of  Maricopa  County 
depends  on  technology.  Few  sections  of  the 
country  have  as  much  of  a stake  in  training 
engineering  manpower.  Our  burgeoning  elec- 
tronics industry  is  particularly  dependent  on  a 
steady  supply  of  engineers. 

The  Engineering  Manpower  Commission, 
345  East  47th  Street,  New  York,  N.Y.  10017, 
wil  be  glad  to  supply  details  to  anyone  inter- 
ested in  the  symposium.  The  Task  Force  de- 
serves all  the  help  it  can  get.”1 
In  conclusion  it  is  well  to  remind  you  that  it  is 
not  a question  of  cleaning  up  after  the  damage  is 
done,  but  of  seeing  to  it  that  we  educate  pro- 
fessionals who  understand,  not  only  as  safety 
engineers  of  the  hardware  schools  but  also  well 
matured  individuals  who  understand  what  their 
hardware  does  for  and  to  us  once  it  gets  in  fast 
death-dealing  motion.  Safety  has  come  of  age. 
We  must  recognize  the  meaning  of  the  term  in 
the  context  of  the  important  place  it  now  has  in 
the  lives  of  all  of  us. 

1.  Editoiial,  Arizona  Republic,  3-9-68. 


THE  EXTRICATION  OF 
VICTIMS 

FROM  THE  ACCIDENT 
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Survival  from  a high  speed  collision  may  be 
directly  related  to  remaining  in  the  vehicle. 
Proper  extrication  will  influence  both  the  degree 
and  duration  of  disability.  Although  Webster  de- 
fines extrication  as  disentanglement,  the  medical 
view  encompasses  a broader  connotation.  Extri- 
cation is  the  initial  movement  of  the  injured 
whether  he  is  pinned  or  trapped  in  wreckage,  or 
not  readily  accessible  in  small  enclosed  areas 
( such  as  the  interior  of  a car ) , or  in  an  awkward 
unnatural  position.  The  objective  of  extrication 
is  the  initial  movement  of  the  injured  in  such  a 
manner  that  additional  trauma  is  not  added  to 
the  injuries  already  incurred. 

Proper  extrication  is  influenced  by  the  inter- 
relating factors  that  might  add  trauma  to  the 
injuries  already  present.  The  usual  delineation 
of  factors  pertaining  to  the  host  (the  victim), 
the  agent  (the  vehicle),  and  the  environment, 
can  be  made. 

The  environmental  factors  are  several,  and  be- 
cause of  the  overriding  importance  of  these  fac- 
tors, trauma  is  frequently  added  to  the  injuries 
already  present.  At  any  accident  scene  the  rescu- 
er must  make  an  instant  decision  as  to  whether 
imminent  disaster  threatens  and  that  immediate 
rescue  is  imperative.  The  vehicle  accident  ac- 
companied by  fire  requires  immediate  rescue. 
The  usual  technique  of  “grab  and  pull”  must  be 
accepted.  The  vehicle  that  is  submerged  or  sub- 
merging demands  the  same  technique.  An  acci- 
dent on  a congested  high-speed  highway  where 
the  hazard  of  a second  collision  is  imminent  may 
require  “grab  and  pull,”  but  this  situation  may 
allow  more  careful  consideration.  There  may  be 
other  accident  situations  (such  as  a vehicle 
teetering  on  the  brink  of  a cliff)  where  immi- 
ent  disaster  threatens.  But  by  far  the  majority  of 
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accidents  occur  with  an  environment  that  allows 
for  calm,  deliberate,  planned,  extrication.  This 
will  occur  only  if  ambulance  attendant  training 
stresses  a logical  sequence  of  actions  for  the 
extrication  of  the  injured. 

There  are  two  host  factors  of  significance: 
the  injuries  that  have  been  sustained,  and  the 
position  of  the  victim.  The  initial  rapid  exami- 
nation of  the  victim  must  first  be  directed  to- 
ward two  life  threatening  injuries:  interference 
with  resipiration  and  severe  hemorrhage.  Res- 
piratory embarrassment,  whether  from  obstruc- 
tion, sucking  chest  wound,  flail  chest  or  other 
causes,  demands  priority.  Hemorrhage  is  not 
usually  immediately  life  threatening  — but  must 
be  controlled  to  prevent  shock.  With  respiration 
assured  and  hemorrhage  controlled,  the  ambu- 
lance attendant  can  now  examine  the  victim  to 
determine  the  extent  of  his  injuries.  This  exami- 
nation must  identify  not  only  the  injuries  in- 
volved, but  also  the  problems  that  may  arise 
from  the  position  of  the  victim. 

The  agent  factors  are  the  restrictive,  restrain- 
ing, or  confining  aspects  of  the  collapse  of  the 
vehicle  around,  onto,  or  even  into,  the  victim; 
the  displacement  of  the  victim  to  an  other  than 
usual  placement  in  the  vehicle  (thrown  under 
the  dash,  or  onto  the  floor  between  the  front  and 
rear  seats ) ; as  well  as  the  normally  seated  in- 
jured victim  in  a vehicle  with  minimum  damage. 
During  the  examination  to  determine  the  injuries 
incurred  attention  must  be  given  to  these  factors. 

At  this  point  the  ambulance  attendant  has 
gathered  the  relevant  items  concerning  his  vic- 
tim. Respiration  is  assured,  hemorrhage  is  con- 
trolled, injuries  have  been  assessed,  and  the 
obstructive  elements  to  extrication  have  been 
noted.  We  can  now  pause,  take  two  deep  breaths, 
and  ask  the  question,  “How  can  this  victim  be 


moved  with  maximum  gentleness  and  minimum 
risk  of  adding  to  his  injuries?”  Logical  planning 
is  possible.  Rut  logical  planning  (and  responsible 
action ) will  only  occur  if  training  has  sufficiently 
emphasized  the  time  proven  dictum  “Splint 
Them  Where  They  Lie.” 

We  must  train,  and  we  must  emphasize  that, 
PLACING  AT  REST  IS  A BASIC  PRINCIPLE 
IN  THE  IMMEDIATE  TREATMENT  OF 
MANY  TYPES  OF  INJURY.  We  suture  a wound 
to  place  in  apposition  the  severed  tissues  and  to 
maintain  them  in  a position  of  rest.  Although  our 
aphorism  was  originally  applied  to  fractures  of 
bone,  immobilization  provides  protective  sup- 
port to  soft  tissue  injuries.  The  tension  and  tor- 
sion of  manual  removal  can  add  nothing  but 
additional  trauma  to  a fractured  liver,  a ruptur- 
ed spleen,  a lacerated  muscle  or  a closed  per- 
foration of  gut. 

It  is  easy  to  say  “we  must  train,”  and,  “we 
must  emphasize.”  But  what  are  the  words  we  use 
that  an  ambulance  attendant  will  remember  and 
will  make  him  suspect  that  a fracture  is  present. 
In  the  simplest  language  he  must  ask  the  patient 
where  it  hurts.  Gentle  palpation  of  the  posterior 
cervical  neck  muscles  may  not  distinguish  be- 
tween a hyperextension  soft  tissue  injury  and  ro- 
tary hyperflexion  fracture  of  the  cervical  verte- 
brae, but  pain  must  be  the  danger  signal  to  the 
ambulance  attendant  that  a cervical  injury  is 
present  and  that  extreme  care  must  be  used  in 
moving  the  patient.  We  must  continuously  stress 
to  the  attendant  that  if  anything  he  does  causes 
pain  he  should  immediately  determine,  “How  can 
I be  more  gentle?”  We  must  develop  in  ambu- 
lance attendants  the  same  gentleness  in  handling 
patients  that  a surgeon  uses  in  handling  tissue. 
We  must  train  the  ambulance  attendant  to  ask, 
“why  does  it  hurt?”  But  we  must  be  prepared  to 
teach  him  answers.  The  seat-belted  victim  of  a 
collision,  whose  first  complaint  of  pain  in  his 
shoulder  is  when  he  is  placed  supine  on  the  lit- 
ter, should  be  given  a pillow  beneath  his  knees 
and  observed  for  respiratory  embarrassment 
from  a ruptured  diaphragm,  or  shock  from  a 
fractured  liver.  It  is  time  we  collect  the  hundreds 
of  little  observations  that  we  as  physicians  use 
to  excite  our  suspicions  and  teach  these  clues  to 
ambulance  attendants  so  that  they  handle  pa- 
tients on  the  suspicion  of  injury.  And  a basic 
tenet  of  that  handling  must  be  “Splint  Them 
Where  They  Lie.” 

It  is  too  often  reported  by  the  injured  that  they 
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were  pulled  from  the  vehicle  before  any  exami- 
nation of  their  injuries  occurred.  We  have  con- 
demned the  speeding  ambulance,  but  we  must 
also  condemn  the  hasty  ambulance  attendant.  It 
is  far  easier  to  bend  the  human  body  around  an 
obstruction  during  removal  than  it  is  to  remove 
the  obstruction.  But  such  an  action  may  be 
hazardous  to  the  patient.  The  provision  of  ade- 
quate working  room  to  adequately  prepare  the 
patient  for  initial  movement  is  essential.  For  the 
patient  between  the  front  and  back  seats,  the 
rear  seat  can  be  lifted  up  and  pushed  back  while 
the  front  seats  are  folded  forward  in  a two-door 
vehicle;  with  a four-door  vehicle  the  rear  seat 
can  be  completely  removed.  For  the  individual 
with  a back  injury  in  a bucket  seat  the  method 
of  choice  is  to  release  the  seat  and  pick  up  the 
seat  and  its  contained  victim  and  transport  him 
seated  to  the  hospital  emergency  room.  But  these 
are  the  easy  problems.  DISENTANGLE  THE 
CAR  FROM  THE  VICTIM  AND  NOT  THE 
VICTIM  FROM  THE  CAR.  A pry  bar  may  be 
adequate  to  pry  off  a door,  bolt  cutters  may  free 
a seat,  but  for  many  situations  powered  cutting 
tools  or  acetylene  torches  will  be  required.  This 
may  be  a light  rescue  function,  but  it  is  essential 
to  proper  immediate  care  and  extrication  of  the 
injured. 

Once  adequate  working  room  has  been  estab- 
lished the  task  of  “Splint  Them  Where  They  Lie” 
has  been  eased.  IT  IS  ALWAYS  PREFERABLE 
TO  PUT  EQUIPMENT  ON  THE  PATIENT 
THAN  TO  MOVE  THE  PATIENT  ONTO 
EQUIPMENT.  This  may  not  always  be  possible, 
and  careful  consideration  must  be  given  to  the 
type  of  movement  that  will  put  the  least  strain 
and  torsion  on  fractured  tissues.  The  writer  has 
discussed  the  application  of  these  principles 
in  the  management  of  back  injuries  in  a previous 
paper. 

Fractures  of  the  femur  carry  threats  of  lengthy 
disability  due  to  nerve  or  vascular  damage,  non- 
union, and  infection.  The  immobilization  of 
these  fractures  before  the  victim  is  moved  aids 
in  prevention  of  these  complications.  The  half- 
ring Thomas  splint  or  a similar  traction  splint  is 
the  equipment  of  choice.  To  apply  this  splint  the 
leg  must  be  straightened.  If  this  can  be  done 
with  gentle  traction,  one  attendant  maintains  this 
traction  while  the  splint  is  applied.  It  is  to  be 
noted  that  this  splint  can  be  applied  with  the 
victim  in  the  supine,  on  his  side,  or  in  the  prone 
position.  In  fact  it  is  easier  to  apply  to  the  prone 


victim  than  the  supine,  and  to  the  right  leg  of  a 
victim  lying  on  his  left  side.  There  may  be  situa- 
tions however  in  which  it  is  not  possible  to  ac- 
quire the  working  room  in  which  to  apply  the 
Thomas  splint.  In  such  a case  a short  femur  splint 
that  extends  from  the  crotch  to  the  knee  ( a bass- 
wood splint,  rolled  magazines,  or  a board  could 
be  used)  is  placed  between  the  thighs.  A triang- 
ular bandage  is  tied  around  both  thighs  above 
and  below  the  fracture  site,  and  the  patient 
gently  pulled  from  the  restrictive  area.  As  soon 
as  the  legs  are  available  a triangular  bandage  is 
placed  around  the  calves.  When  the  feet  are 
freed  a tie  around  both  feet  at  the  metatarsal 
arch  will  prevent  rotation  of  the  fractured  limb. 
The  victim  can  now  be  moved  away  from  the 
accident  site  and  the  Thomas  splint  applied.  It 
is  not  necessary  to  remove  any  of  the  immobiliz- 
ing ties  to  apply  the  Thomas  splint.  In  this  situa- 
tion it  is  applied  primarily  to  give  the  necessary 
traction  and  the  added  immobilization  is  of 
modest  benefit. 

A similar  technique  can  be  used  for  the  seated 
victim.  It  is  to  be  noted  that  unless  a seat  belt  is 
snug  a collision  impact  can  result  in  the  knees 
striking  the  dash,  with  consequent  fracture  of 
the  femur  in  mid-shaft.  With  the  seated  victim 
the  short  splint  and  ties  are  applied  as  previously 
described.  The  victim  is  then  rotated  onto  the 
seat  (one  attendant  carefully  guiding  the  im- 
mobilized limbs),  leaned  against  the  door,  or 
lowered  to  a reclining  position  and  the  splint 
applied. 

The  extrication  of  injured  is  a little  studied 
area.  We  have  not  examined  the  innumerable 
combinations  of  injury,  position  of  the  injured 
and  position  of  the  vehicle  sufficiently  to  teach 
detailed  step-by-step  procedures,  and  this  ex- 
amination will  undoubtedly  point  to  yet  unin- 
vented equipment  that  we  need.  I have  attempt- 
ed to  discuss  a few  principles  of  extrication.  Our 
objective  however  is  clear:  HOW  DO  WE  PRO- 
VIDE INITIAL  MOVEMENT  OF  THE  IN- 
JURED IN  SUCH  A MANNER  THAT  TRAU- 
MA IS  NOT  ADDED  TO  THE  INJURIES 
ALREADY  INCURRED? 
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PROBLEM 

In  the  past  twenty  years  the  number  of  motor 
vehicles  in  the  United  States  has  tripled  from  31 
million  to  90  million.  The  unfortunate  outgrowth 
of  this  testimony  to  the  technological  and  pro- 
ductive economy  of  this  nation  is  that  automobile 
accidents  are  the  primary  cause  of  accidental 
death.  The  loss  of  life  resulting  from  motor 
vehicle  accidents  is  now  in  the  area  of  50,000 
persons  annually  and  is  expected  to  increase  to 
about  100,000  deaths  per  year  in  the  period 
1975-1979,  doubling  the  present  rate.1  In  1965 
the  number  of  persons  injured  in  motor  vehicle 
accidents  reached  1,800,000.  Of  those  injured, 
150,000  have  permanent  physical  impairment.  In 
addition  to  this  irretrievable  loss,  the  monetary 
cost  to  all  parties,  including  local,  state,  and 
federal  governments,  reached  the  9 billion  dollar 
level.2  This  figure  does  not  include  the  cost  of 
continuing  support  and  assistance  to  those  per- 
manently maimed. 


This  unwanted  crippling,  loss  of  life,  and  wast- 
ing of  material  resources  creates  a social  need 
to  reduce  accidental  deaths  and  permanently  dis- 
abling injuries.  It  is  a need  to  which  responsible 
government  must  respond. 

Traditionally,  government  response  has  been 
focused  primarily  upon  means  to  prevent  acci- 
dents. Numerous  programs  to  improve  highway 
design  and  maintenance,  traffic  flow,  law  en- 
forcement, and  vehicle  design  have  effectively 
reduced  the  death  rate  . . . but  the  absolute 
number  of  persons  killed  or  injured  continues  to 
increase.  This  concentration  on  the  pre-accident 
problems  has  reached  a point  of  diminishing  re- 
turns, for  since  1961  when  the  national  motor 
vehicle  death  rate  reached  its  all  time  low  (5.16 
people  killed  per  100  million  vehicle  miles),  the 
rate  has  steadily  risen  to  its  present  level  of  5.6 
and  the  actual  number  of  people  killed  annually 
has  increased  by  10,900  in  the  same  four  year 
period  from  1961  through  1965  (38,091  motor 
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vehicle  deaths  in  1961  vs.  49,000  in  1965). 2 Even 
with  the  vast  effort  and  money  expended  to  pre- 
vent accidental  death,  the  number  of  people  be- 
ing killed  and  maimed  by  motor  vehicles  has 
increased  on  an  average  of  2,725  every  year  since 
1961.  This  sadly  dramatic  increase  in  deaths  can 
be  attributed  to  the  fact  that  the  number  of 
motor  vehicles  has  increased  on  the  average  of 
3.7  million  per  year  over  the  same  time  period. 
From  these  facts  it  is  apparent  that  the  absolute 
number  of  deaths  and  injuries  from  motor  ve- 
hicle accidents  is  at  least  partially  a function  of 
the  number  of  vehicles  on  the  roads.  The  con- 
clusion can  then  be  drawn  that,  regardless  of 
continued  and  even  accelerated  traditional 
measures  to  prevent  accidents,  the  steady  in- 
crease in  the  number  of  vehicles  on  the  highways 
will  almost  certainly  be  accompanied  by  a pro- 
portionate increase  in  the  number  of  persons 
killed  and  injured  annually. 

Accepting  the  fact  that  despite  our  best  efforts 
toward  accident  prevention,  people  will  continue 
to  be  involved  in  motor  vehicle  accidents,  we 
must  then  turn  to  other  means  of  assuring  the 
victims  a better  chance  to  survive  and  recover, 
with  less  probability  of  permanent  impairment. 
This  approach  requires  a thorough  investigation 
of  the  post-accident  problem— a problem  which 
has  not  received  the  attention  it  merits  from  the 
point  of  view  of  ground  vehicle  accidents  (By 
contrast,  the  aviation  industry,  civilian  and  mili- 
tary alike,  has  concentrated  a large  portion  of 
its  safety  efforts  around  two  major  concepts  in 
the  salvage  of  human  lives  in  aircraft  accidents; 
“crashworthiness”  and  “post-crash  factors”).3 

One  approach  to  the  ‘post-crash’  problem  of 
reducing  the  number  of  deaths  and  permanent 
injuries  is  to  provide  the  earliest  possible  first- 
aid,  rescue,  emergency  transporation,  and  com- 
petent medical  care  for  persons  involved  in 
motor  vehicle  accidents.  If  such  measures  are 
taken,  the  resulting  mortality  and  morbidity 
rates  can  be  reduced.  This  is  particularly  appro- 
priate for  remote  and  rural  areas,  where  death 
follows  injury  with  the  greatest  frequency. 

An  obvious  means  to  achieve  reduction  in  the 
time-distance  factor  between  accident  site  and 
competent  medical  therapy  is  the  utilization  of 
an  emergency  vehicle  which  is  fast,  reliable,  and 
capable  of  operating  independently  from  the 


road  traffic  environment.  In  terms  of  present 
technology,  that  vehicle  is  the  helicopter. 

The  U.  S.  Army  has  proved  that  helicopter 
evacuation  of  the  wounded  has  been  a critical 
factor  in  reducing  the  death  rate  per  hundred 
wounded  from  4.5  in  World  War  II,  to  2.5  in 
Korea  and  now,  to  less  than  1 in  Viet  Nam, 
where  90%  of  the  wounded  men  are  evacuated 
by  helicopter  directly  to  surgical  facilities.4 

Current  applications  of  the  helicopter  to  civil 
police  and  rescue  work  indicate  that  the  military 
combat  death  reduction  resulting  from  rapid 
evacuation  and  treatment  can  be  paralleled  in 
the  civil  environment.  For  example,  results  of  a 
seventeen  month  experiment  with  helicopters 
as  a twenty-four  hour  a day  law  enforcement 
vehicle  in  Fakewood,  California  has  led  Fos 
Angeles  County  Sheriff,  Peter  J.  Pitchess,  to  the 
conclusion  that,  “For  rescues  and  other  emer- 
gency work  . . .,  There’s  nothing  that  can  com- 
pare with  the  helicopter.’  ” and  “ ‘Many  people 
would  be  dead  if  it  weren’t  for  our  helicopters.’  ”5 
However,  little  extensive  research  has  been  done 
in  the  civil  application  of  helicopters  used  prin- 
cipally as  rescue  and  evacuation  vehicles  for 
motor  vehicle  accident  victims. 

In  June,  1967,  a group  of  engineering  faculty 
and  students  at  Arizona  State  University  began  a 
long-range  systems  analysis  of  the  use  of  helicop- 
ters in  providing  immediate  emergency  medical 
care  and  subsequent  transportation  of  highway 
accident  victims  to  medical  facilities  competent 
to  treat  the  specific  injuries  of  the  victims.  The 
analysis  resulted  in  recommendations  to  develop 
an  Air  Medical  Evacuation  System  (AMES) 
based  on  the  experience  of  U.S.  Army  Medical 
Service  air  ambulance  units  and  on  the  U.S.  Air 
Forces’  Air  Rescue  Service.6 

RESULTS 

Subsequent  development  of  the  AMES  pro- 
gram has  shown  a requirement  for  four  sub- 
systems — operations,  command,  support,  and 
administration.  Detailed  development  of  the 
operations  subsystem  is  now  in  progress.  When 
completed,  it  will  be  integrated  with  the  other 
subsystems  to  comprise  the  AMES,  which  will 
then  be  field-tested  in  the  State  of  Arizona  for 
a one  year  period.  Upon  successful  completion 
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of  field  testing  the  next  logical  step  would  be 
state-wide  implementation. 

The  AMES  concept,  which  is  the  basis  for 
development  of  the  operations  subsystem,  pro- 
vides for  a helicopter  rescue  and  evacuation 
team  on  continuous  ground  alert  and  another  on 
airborne  surveillance,  with  computer-assisted 
dispatching  at  selected  hours  of  the  day  or  night, 
over  routes  which  have  high  accident  history. 
When  the  pilot  is  notified  of  an  accident,  by 
police  communicators,  automobile  crash  homing 
beacon*,  visual  signal,  etc.,  he  will  proceed  to 
the  scene  of  the  accident.  The  AMES  paramedic 
will  rescue,  sort,  and  treat  the  injured  according 
to  need,  while  a trained  accident  control  and  in- 
vestigation officer  begins  his  work.  The  severely 
injured  will  be  promptly  evacuated  to  the  near- 
est medical  facility  competent  to  treat  the  spe- 
cific injuries.  Enroute,  the  victim(s)  will  receive 
life-saving  first-aid  to  keep  airway  open,  check 
hemorrhage  and  control  shock.  In  addition,  the 
AMES  team  will  have  direct  radio  communica- 
tion with  a medical  consultant  to  advise  and  sup- 
plement the  emergency  therapy  from  accident 
site  to  hospital.  After  the  victims  have  been  de- 
livered to  the  hospital  emergency  room,  the 
AMES  helicopter  will  either  return  to  the  acci- 
dent site,  go  back  to  base  for  refueling,  or  pro- 
ceed to  another  patrol  route  as  dictated  by  the 
situation.7 

The  concept  is  based  on  requirements  to  pro- 
vide: 

1)  A quicker  response  to  accidents  in  remote 
areas  than  can  be  attained  with  conventional 
ambulance  services,  while  maintaining  compati- 
bility with  those  services. 

2)  Day  and  night  operational  capability. 

3)  Adaptation  to  requirements  caused  by  ex- 
panding population  centers  and  advanced  tech- 
nology. 

As  secondary  benefits,  the  AMES  would  also 
provide  alternate  means  for  traffic  surveillance 
and  regulation;  means  to  improve  accident  in- 
vestigation and  control  techniques;  a base  for 
Civil  Defense  and  disaster  systems;  and  a model 
for  use  by  other  states,  or  communities.8 

“Basically  an  FM  transmitter  triggered  by  a bi-axial  accelerometer 
or  Rolamite.  Details  will  be  described  in  a subsequent  report. 


Key  officials  of  the  private  and  public  sectors 
of  the  State  of  Arizona  and  the  Federal  govern- 
ment have  been  briefed  on  the  AMES  concept 
outlined  above.  Their  enthusiastic  reception  has 
resulted  in  unanimous  acceptance  of  AMES  as 
a State  Traffic  Safety  project,  with  Arizona  State 
University  designated  as  principle  agency  res- 
ponsible for  development.  Some  of  the  other 
actively  participating  agencies  are  the  Highway 
Department,  Arizona  State  Highway  Patrol,  Ari- 
zona Hospital  Association,  Arizona  Medical  As- 
sociation, Health  Facilities  Planning  Council 
and  the  Good  Samaritan  Hospital.  The  com- 
manding officers  of  the  U.  S.  Air  Force  Aero- 
space Rescue  and  Recovery  Service  Detachments 
at  Williams  and  Luke  Air  Force  Bases  have 
also  been  most  helpful. 

DISCUSSION 

The  AMES  project  is  now  developing  in  three 
phases,  which  are  to  be  accomplished  consecu- 
tively. Total  time  required  for  the  project  will 
be  twenty-four  to  twenty-eight  months. 

Phase  I (6  months).  Systems  analysis  and  deci- 
sion-making techniques  are  being  applied  to  de- 
termine organizational  structure,  equipment 
needs,  specific  methods  of  operation  and  location 
for  field  tests.  Essentially,  these  analysis  are  de- 
rived from  the  basic  requirements  of  the  AMES 
concept.  As  each  task  is  isolated,  it  is  numbered, 
named  and  described.  Incidence  and  perform- 
ance criteria,  such  as  frequency,  accuracy,  critic- 
ality and  time  required  to  perform  the  task  are 
listed.  Various  alternatives  to  accomplish  the  task 
are  then  drawn  from  experience  sources  such  as 
the  Army,  Air  Force,  and  police  departments.  If 
there  are  no  existing  techniques,  new  methods 
are  synthesized.  The  criteria  are  then  applied 
to  each  of  the  alternatives  to  determine  the  one 
most  suitable.  A wide  range  of  analytical  pro- 
cedures are  available  for  the  selection  of  the 
most  suitable  alternative.  A few  of  those  which 
have  been  successfully  applied  are:  Maximum 
Performance  Analysis,9  Weighted  Value  Anal- 
ysis10 and  Paired  Comparisons  Analysis.11  As  an 
example  of  the  simplest  of  these  techniques,  the 
Paired  Comparisons  method  is  often  used  to 
select  a preferred  alternative  when  future  con- 
ditions under  which  the  task  must  be  accom- 
plished are  considered  certain.  It  is  simply  a 
preference  comparison  between  successively 
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paired  alternatives  until  all  pairs  have  been 
judged. 

Preliminary  data  collection  and  classification 
necessary  for  selection  of  an  area  for  field  tests 
is  now  in  progress.  Selection  criteria  include: 

• High  motor- vehicle  death/injury  density  in 
rural  areas  ( It  is  hoped  the  field  test  area  will 
include  25%  of  the  body  injury  accidents  re- 
ported within  the  state  of  Arizona). 

• Hospital  emergency  facilities  density  pat- 
tern by  type  and  competence  level. 

• Density  and  normal  range  pattern  of  ground 
ambulance  services. 

• Location  of  fuel  and  maintenance  facilities 
capable  of  servicing  helicopters. 

• Location  and  density  of  Arizona  Highway 
Patrol  stations. 

• Accessibility  of  an  air/ground  communica- 
tions system. 

• A representative  cross-section  of  the  state’s 
rural  highway  and  road  network. 

• Availability  and  accessibility  of  appropriate 
management,  staff  and  technical  personnel  to 
support  the  program.* 

Phase  II  (6  months).  Computer  methods  will 
be  applied  to  simulate  the  operations  subsystem 
of  AMES  developed  in  Phase  I.  The  purpose  of 
the  simulation  will  be  to  determine  operational 
costs  and  effectiveness.  The  computer  model 
will  be  organized  in  a next-event  simulation  rou- 
tine but  the  final  decision  on  which  specific 
computer  language  ( or  technique-language  com- 
bination) to  use  for  the  simulation  will  not  be 
made  until  Phase  I is  underway.  The  several 
possibilities  we  will  consider  are  the  Graphical 
Evaluation  and  Review  Technique  (GERT),13 
General  Activity  Simulation  Program  ( GASP 
II),14  and  SIMSCRIPT.15  The  computer  will  be 
programmed  to  simulate  the  AMES  operation 
for  an  entire  year.  Accident  data  to  be  used  as 
input  will  be  obtained  from  the  Arizona  State 
Highway  Department.  The  data  will  be  obtained 
from  records  of  all  reported  accidents  resulting 


^Description  of  the  mathematical  computation  for  Paired  Com- 
parisons, formulae  for  the  Level  Curve  Concept,12  and  a 
graphical  selection  procedure  were  omitted.  The  authors  will 
provide  this  information  upon  request. 


in  injury  or  death  in  1965.  The  computer  pro- 
gram will  include  surveillance  patrol  routes 
which  the  aircraft  are  to  fly  at  times  and  days 
which  have  proved  statistically  high  in  accident 
probability.  Data  to  establish  these  high  prob- 
ability areas  will  be  based  on  accidents  which 
have  occurred  in  the  last  five  years.  The  simu- 
ilation  will  provide  an  estimate  of  costs  and  aver- 
age times  for  evacuation  of  actual  accident  vic- 
tims had  they  been  evacuated  by  AMES.  Rased 
on  that  information,  the  feasibility  of  AMES 
will  be  determined. 

Phase  III  (12  months).  Two  or  three  helicopter 
crews  will  function  as  determined  by  Phases  I 
and  II  of  the  study.  They,  and  an  assigned  study 
group  of  engineers,  will  collect  data  by  which  the 
“in  use”  operational  cost  effectiveness  of  the 
AMES  can  be  determined.  Human  engineering 
studies  will  also  be  concurrently  undertaken  to 
determine  optimum  characteristics  of  the  AMES 
rescue  teams,  needs  for  special  training  and 
equipment,  improved  methods  for  rescue  and 
handling  of  patients,  and  newer  concepts  in 
notification  and  discovery  of  motor  vehicle  ac- 
cidents. 

Development  of  the  AMES  project  within 
the  State  of  Arizona  implies  a capability  to  trans- 
fer the  developed  system  to  any  other  state  ( with 
the  possible  exception  of  Alaska).  This  transfer 
capability  is  enhanced  by  the  fact  that,  with 
few  exceptions,  Arizona  exhibits  the  entire  spec- 
trum of  environments  found  within  the  contin- 
ental limits  of  the  United  States  — from  desert 
to  mountains,  rolling  lakeland  to  deep  canyons, 
fertile  flat  farmland  to  fir  forests,  large  urban 
centers  and  desolate  remote  areas,  elevations 
from  sea  level  to  over  12,000  feet,  and  radical 
temperature  extremes  which  range  from  below 
freezing  to  more  than  100  degrees.  The  system 
designed  for  operation  in  this  broad  environ- 
mental span  will  require  only  minimal  adaptation 
for  implementation  in  any  part  of  the  nation. 
The  computer  model  developed  in  Phase  II 
could  be  utilized  by  any  community  as  the 
foundation  upon  which  to  develop  their  own 
system. 

SUMMARY 

Project  AMES  is  an  approach  to  the  problem 
of  reducing  deaths  and  permanent  injuries  re- 
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suiting  from  accidents  on  highways  and  rural 
roads.  The  concept  of  utilizing  the  VTOL/STOL 
Aircraft  as  a means  to  transport  the  seriously 
injured  to  a competent  medical  facility,  inde- 
pendent of  road  and  traffic  conditions,  was  pio- 
neered by  the  U.S.  Army,  and  the  helicopter  has 
proved  its  effectiveness  in  that  role.  Members 
of  the  staff  and  faculty  and  students  in  the 
College  of  Engineering  Sciences  at  Arizona  State 
University  have  proposed  a long-range  program 
for  the  development  of  the  AMES  project  in 
three  phases,  which  when  successfully  com- 
pleted, will  result  in  a model  air  medical  evacu- 
ation system  suitable  for  use  by  other  states  and 
communities. 
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ORGANIZATION  OF  THE 
EMERGENCY  DEPARTMENT  TRAUMA  UNIT 


So  far  in  this  symposium,  you  have  been  taken 
to  the  scene  of  the  accident,  you  have  seen  the 
mechanisms  of  some  types  of  accidents,  and  you 
have  seen  the  human  injuries.  Later  other  speak- 
ers will  describe  specific  medical  details.  There- 
fore, this  presentation  will  be  confined  to  an 
area  which  hasn’t  yet  and  probably  will  not 
be  considered,  that  is,  the  human  organization 
of  the  trauma  unit  itself  and  the  relationship  of 
the  trauma  unit  to  the  community  as  a whole. 
Lastly,  we  will  consider  some  fundamental  as- 
pects in  trauma  unit  design. 

Designing  the  trauma  unit  must  be  undertaken 
with  patience,  humor,  and  humility.  Patience  is 
necessary  because  this  is  an  extraordinarily  com- 
plex area  which  requires  the  cooperation  of  a 
vast  number  of  human  beings.  Good  humor  is 
essential  because  no  one  will  ever  satisfy  the 
demands  which  will  be  made  upon  the  emer- 
gency unit.  Humility  is  helpful  because  those 
few  who  did  not  have  it  when  they  started  de- 
signing a trauma  unit  soon  gained  it  thereafter. 

It  is  impossible  to  describe  in  a finite  time  the 
ideal  trauma  receiving  room.  The  details  for  each 
unit  will  vary  according  to  the  type  of  disaster 
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which  will  be  encountered,  the  hospital  facilities 
available,  the  geographical  situation  in  which 
the  unit  must  be  built,  and  according  to  the 
human  facilities  which  are  or  will  be  available. 
What  is  pheasant  under  glass  to  one  is  only 
hamburger  to  another. 

Recently,  the  organization  of  the  emergency 
evacuation  facility  in  San  Francisco,  has  re- 
ceived some  laudatory  attention.  One  of  the 
first  features  of  this  system  is  its  geographical 
distribution. 

There  are  five  emergency  hospitals  in  addition 
to  the  San  Francisco  General  Hospital  that  are 
distributed  about  the  city.  The  small  emergency 
hospitals  were  originally  set  up  as  “emergency 
aid  stations.”  Ambulance  drivers,  all  registered 
according  to  the  State  of  California  statutes, 
are  empowered  to  take  any  victim  to  the  nearest 
appropriate  emergency  unit,  which  is  in  many 
cases  the  San  Francisco  General  Hospital.  Each 
of  the  emergency  hospitals  is  staffed  by  trained 
and  licensed  physicians  and  nurses.  If  they  feel 
that  the  victim  requires  more  care  than  is  avail- 
able at  this  emergency  hospital,  they  can  begin 
resuscitation  and  start  the  patient  on  his  way  to 
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the  San  Francisco  General  Hospital.  They,  of 
course,  are  equipped  to  give  complete  care  to 
the  minor  injury.  In  this  manner,  both  the  am- 
bulance drivers  and  the  emergency  hospitals 
perform  an  initial  triage  function.  A large  num- 
ber of  minor  casualties  are  treated  and  sent  home 
from  the  emergency  hospitals  and  thereby  do 
not  jam  the  San  Francisco  General  Emergency 
Hospital  beyond  all  capability  of  caring  for  a 
sudden  severe  disaster.  The  system  has  continued 
to  work  quite  well  during  the  past  few  years 
when  the  number  of  trauma  victims  has  ap- 
preciably increased. 

In  San  Francisco,  this  plan  seems  to  work  well. 
In  other  cities,  with  greater  separation  of  high 
density  accident  areas  or  severe  traffic  hazards 
between  units,  it  might  not  work  so  well.  In  any 
case,  it  is  useful  to  have  some  means  of  immed- 
iate triage  so  that  a highly  sensitive  unit  geared 
for  the  treatment  of  severely  injured  patients 
will  not  be  suffocated  by  a flood  of  minor  in- 
juries. 

There  are  a few  general  principles  for  the 
organization  of  the  trauma  unit.  The  first,  an 
obvious  principle,  is  nevertheless  ignored  by  the 
majority  of  hospitals  which  operate  emergency 
rooms.  The  emergency  room  which  calls  itself 
a “trauma  unit,”  must  be  ready  for  the  immed- 
iate complete  treatment  of  any  individual  victim 
and  must  be  ready  to  take  its  place  among  the 
other  facilities  during  any  mass  disaster  which  is 
likely  to  occur  in  the  immediate  vicinity.  This 
means  that  adequate  staff,  adequate  supplies, 
adequate  blood,  and  adequate  operating  facilities 
must  be  immediately  available.  There  is  seldom 
more  than  a few  minutes  available  to  a trauma 
unit  to  mobilize  its  facilities  before  the  injury 
victim  appears.  Since  so  much  trauma  is  now 
caused  by  the  automobile,  any  urban  trauma  unit 
must  be  ready  to  treat  several  victims  at  once— 
three  seriously  injured  victims  are  commonly 
seen  after  one  accident,  and  we  have  seen  up  to 
sixteen  victims  of  one  accident. 

The  trauma  unit  should  be  an  integral  part 
of  the  total  community  health  facility.  It  should 
have  its  formal  place  in  a city-wide  disaster  plan. 
Depending  on  the  extent  of  the  facilities,  it  de- 
serves either  a small  or  a larger  place.  The  am- 
bulance driver  or  other  ambulance  facility  should 
be  aware  of  what  facilities  are  available  in  any 
given  trauma  unit.  If  there  is  no  neurosurgery 
facility,  for  instance,  the  ambulance  driver  who 
is  rushing  a patient  with  a severe  head  injury 


for  definitive  treatment  must  be  aware  of  it.  The 
police,  the  fire  department,  the  city  government, 
the  insurance  companies,  the  traffic  control  peo- 
ple, in  fact  all  of  the  community  health  and 
disaster  units  should  be  aware  of  each  units 
position  and  capability.  Furthermore,  some 
means  must  be  available  during  the  mass  disaster 
for  the  trauma  unit  to  communicate  with  the 
police  and  fire  departments.  An  advance  warning 
of  even  five  or  ten  minutes  before  the  arrival 
of  the  severely  injured  patient  or  group  of 
patients  is  extremely  valuable.  Telephone  service 
may  fail  at  a time  of  disaster,  and  mobile  police 
short  wave  units  may  be  needed  elsewhere.  A 
formal  arrangement  with  a local  association  of 
“ham”  radio  operators  has  often  been  extremely 
helpful.  The  police  and  ambulances  should 
know  when  the  trauma  unit  is  dangerously  over- 
loaded. In  this  day  of  limited  access  freeways, 
facilities  for  helicopter  evacuation  and  for  com- 
munication with  helicopters  should  be  available 
in  urban  units. 

The  trauma  unit  should  have  an  action  plan. 
Before  the  unit  opens  its  doors,  it  should  be  able 
to  guarantee  its  ability  to  reach  consultants  in 
medicine,  general  surgery,  and  surgery  special- 
ties. Laboratory  facilities  should  be  immediately 
on  call  and  a blood  bank  must  be  on  the  prem- 
ises. If  it  is  at  all  possible,  a laboratory  or  an 
anesthesiology  department  which  is  capable  of 
measuring  blood  gases  should  be  in  the  immed- 
iate vicinity.  Furthermore,  some  means  of  total 
mobilization  is  necessaiy  in  case  of  mass  disaster. 
Perhaps  the  most  important  corollary  is  that  not 
only  must  these  plans  be  written  and  permanent- 
ly posted,  but  they  must  be  frequently  tested. 
In  most  urban  areas,  hospitals  contemplating 
trauma  unit  facilities  must  have  an  expansion 
plan  even  before  the  unit  is  in  operation.  The 
rate  of  increase  of  trauma  victims  is  now  so 
great  that  most  existing  facilities  will  be  out- 
moded or  overwhelmed  within  the  next  few 
years. 

The  trauma  unit  must  be  capable  of  auton- 
omous operation  and  must  operate  under  one 
director.  Whether  the  director  is  a surgeon  or 
not  is  not  absolutely  essential,  provided  that  he 
has  adequate  experience  with  trauma.  However, 
surgeons  in  general,  have  more  practiced  access 
to  the  hospital  emergency  facilities  than  do 
medical  men  in  general.  A corollary  to  this  is 
that  the  trauma  unit  should  have  departmental 
status.  Trauma  units  inevitably  find  themselves 
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in  the  tangle  of  community  relations.  They  find 
themselves  stressed  by  the  need  to  meet  disaster, 
by  a need  to  meet  the  demands  of  minority 
groups,  by  a need  to  respond  to  stresses  which 
affect  the  trauma  unit  far  more  than  the  parent 
hospital.  They  need  a director  capable  of  speak- 
ing for  them  in  hospital  and  public  forums. 

The  trauma  unit  must  be  designed,  directed 
and  operated  so  that  it  can  shift  immediately 
from  the  care  of  single  victims  to  the  care  of 
mass  disaster.  This  is  particularly  true  of  urban 
units  and  is  increasingly  true  of  rural  units. 
More  and  more  new  trauma  units  are  being 
designed,  for  instance,  with  collapsible  walls 
which  turn  small  bed  units  into  larger  units 
to  take'  care  of  mass  disaster.  If  such  elegant 
devices  as  collapsing  walls  are  unavailable,  there 
should  be  a plan  for  “normal”  restricted  use 
of  the  total  facility  as  opposed  to  rush  hour 
use  of  the  entire  unit  or  an  extended  unit. 

Some  fortunate  groups  will  be  able  to  design 
their  own  trauma  units  with  cost  as  a minor 
factor.  Most  hospitals  have  not  been  so  fortun- 
ate. Trauma  units  have  often  been  created  in 
areas  diverted  from  other  purposes.  We  now 
operate  with  a trauma  unit  which  like  Topsy,  has 
“just  grown.”  We  are  designing  an  emergency 
facility  for  our  hospital  to  be  erected  in  the 
1970  s.  Cost  in  this  new  unit  is  much  more  than 
a minor  factor.  Many  compromises  have  already 
been  made.  The  realities  of  engineering  and 
architecture  have  been  imposed  on  our  worthy 
hopes.  We,  as  many  others,  have  given  up  many 
of  the  finer  details  which  we  would  have  liked. 
We  have  toyed  with  traffic  patterns,  facilities 
for  automatic  triage,  and  many  other  problem 
areas.  In  the  process  of  making  these  many 
compromises,  a few  principles  of  major  import- 
ance have  become  obivous.  The  first  of  these, 
as  mentioned  earlier,  is  that  any  trauma  unit 
must  have  some  facility  for  triage  preferably  at 
the  point  at  which  the  patient  is  first  seen, 
whether  this  be  in  the  trauma  unit  itself  or  at 
the  scene  of  the  accident.  Some  facility  for  the 
treatment  of  minor  injuries  must  be  available 
so  that  vital  space  needed  for  the  treatment 
of  the  severely  injured  patient  is  not  over- 
whelmed. Often  this  means  simply  that  the 
emergency  unit  is  placed  near  an  outpatient 
department  with  capability  for  treatment  of  less 
severe  injuries,  e.g.,  lacerations  and  minor  burns. 
It  is  one  of  the  realities  of  modern  life  that  it 
is  more  and  more  difficult  to  separate  the  emer- 


gency unit  from  the  rest  of  the  hospital  and  from 
the  doctor’s  office.  No  matter  how  hard  we  try 
to  direct  traffic,  patients  will  go  where  patients 
will  go.  Emergency  facilities  will  inevitably  be 
confronted  with  minor  illness,  and  one  of  the 
capablities  of  the  emergency  room  should  be 
that  it  can  protect  its  trauma  facility  from  “minor 
disaster.”  The  physical  layout  of  the  emergency 
unit  is  much  easier  to  create  than  is  the  ideal 
integration  of  the  trauma  unit  with  the  remainder 
of  the  hospital.  Most  units  have  been  designed 
with  ready  access  to  the  operating  theater  area. 
Some  have  an  emergency  operating  room  incor- 
porated. We  feel  that  patients  have  rarely  suf- 
fered from  the  fact  that  they  must  take  an  ele- 
vator ride  one  floor  and  perhaps  one  hundred 
feet  of  hallway  before  they  enter  the  operating 
theater  itself.  We  would  not,  however,  like  to 
have  any  greater  separation. 

Proximity  to  the  blood  bank  is  vital.  At  the 
San  Francisco  General  Hospital,  we  are  vexed 
by  a separation  of  100  yards. 

One  of  the  most  difficult  problems  in  design- 
ing the  trauma  unit  is  the  necessity  to  incorpor- 
ate adequate  X-ray  facilities.  Unit  after  unit 
complains  that  the  biggest  bottleneck  to  the 
efficient  treatment  of  the  patient  with  multiple 
injuries  is  the  lack  of  adequate  X-ray  facilities 
within  the  receiving  room  itself.  Our  new  unit 
will  be  tangential  to  Radiology  so  that  one  corner 
of  the  trauma  unit  actually  overlaps  one  corner 
of  the  Radiology  Department.  We  hope  to  de- 
sign an  overhead  X-ray  facility  in  one  or  two 
of  the  major  trauma  receiving  units.  We  hope 
to  equip  these  areas  with  special  litters  con- 
taining X-ray  grid  units. 

The  ideal  trauma  unit  should  have  a small 
laboratory  within  it  which  need  not  be  shared 
with  any  other  part  of  the  hospital. 

Lastly,  those  who  design  trauma  units  should 
respect  not  only  the  victim  but  his  relatives 
and  friends,  the  police  who  bring  him  in,  or  the 
mob  which  may  follow  demanding  vengeance. 
There  should  be  a way  to  physically  seal  the 
vital  areas  from  dangerous  influences.  With  civil 
disobedience  increasingly  important  in  the  cause 
of  trauma,  this  becomes  a factor  of  major  im- 
portance. 

A certain  basic  minimum  of  design  features 
seems  well  worth  increased  expenditure.  On 
the  other  hand,  even  the  most  elegant  trauma 
unit  is  useless  without  a-  trained,  highly  moti- 
vated, well  disciplined,  well  informed  staff. 


13 


ARIZONA  MEDICINE 


TRIAGE 


A PRACTICAL  OUTLINE  FOR  THE  TRIAGE  OFFI- 
CER, AND  A CONCEPT  THAT  SHOULD  BE  IN  THE 
MIND  OF  ALL  DOCTORS  OF  MEDICINE.  IT  IS  NOT 
EASY  FOR  ANY  PHYSICIAN  TO  IGNORE  AS  HE 
MUST,  UNDER  CERTAIN  CIRCUMSTANCES,  GROUP 
IV. 
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Triage,  or  sorting  of  casualties,  is  one  of  the 
most  critical  professional  functions  performed 
in  the  emergency  unit.  The  need  for  triage  arises 
as  soon  as  a potential  disparity  arises  between 
the  patient  load  and  the  facilities  available  for 
treatment.  Since  it  is  economically  impossible 
to  remain  totally  ready  for  all  possible  mass 
casualties,  the  necessity  for  triage  will  inevitably 
arise. 

The  duty  of  the  casualty  team  in  mass  disaster 
is  to  save  as  many  lives  and  as  much  human 
function  as  possible.  To  perform  this  duty,  in- 
juries for  which  treatment  is  not  mandatory 
must  be  ignored,  and  time  and  vital  supplies 
must  not  be  wasted  on  hopeless  injuries.  De- 
pending upon  the  circumstances,  these  decisions 
must  be  mature  ones  made  by  an  experienced 
surgeon  familiar  with  his  resources  and  with 
the  capabilities  of  his  team. 

Concepts  of  triage  have  been  developed  by  the 
military  services.  The  basics  are  well  summarized 
in  the  NATO  handbook,  Emergency  War  Sur- 
gery, published  by  the  United  States  Department 
of  Defense.  For  the  purposes  of  civilian  practice, 
the  military  recommendations  can  be  summar- 
ized as  follows: 

Four  major  groups  of  casualties  can  be  de- 
fined. 

I.  Slight  injuries  which  can  be  managed  by 
self  help  or  by  nurses  or  technicians. 

II.  Injuries  which  require  medical  care  but 
which  can  be  managed  at  least  partially  by 
paramedical  personnel. 

III.  Injuries  which  require  major  surgical  man- 
agement either  (a)  without  delay,  (b)  with 
delay  for  resuscitation,  or  (c)  with  delay 
commensurate  with  further  study  and  the 
needs  of  the  patient. 

IV.  Injuries  which  are  beyond  repair. 

Patients  in  Group  I will  require  no  professional 

time.  Those  in  Group  II  must  be  examined  but 
can  then  be  given  to  the  care  of  others.  Group 
III  patients  should  receive  the  major  effort.  The 
definition  of  Group  IV  patients  may  vary  ac- 
cording to  the  circumstances.  Unfortunately, 
under  severe  circumstances,  Group  IV  must  in- 
clude patients  whose  prognosis  is  poor  but  not 
necessarily  hopeless  if  the  patient’s  care  will 
detract  from  the  salvage  of  patients  in  Group  III. 
The  major  salvage  will,  of  course,  be  in  Group 
III. 

The  trauma  unit  should  be  designed  for  triage 
function  so  that  patients  of  each  category  can 
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be  segregated  to  avoid  congestion,  to  avoid 
interference  with  treatment  of  Group  III  pat- 
ients, and  yet  serve  the  best  possible  interests  of 
all. 

Sorting  of  injuries  applies  not  only  to  the 
mass  disaster.  Quite  frequently,  this  type  of  cat- 
egorization must  be  applied  to  the  individual 
multiple  injury  patient. 

The  care  of  the  individual  must  be  adapted 
to  the  prevailing  conditions.  The  salvage  of  life 
is  more  important  than  the  salvage  of  limbs  and 
preservation  of  function  is  more  important  than 
plastic  reconstruction  of  anatomic  defects.  These 
principles  govern  the  priority  of  treatment. 

First  Priority  must  be  given  to: 

1.  The  Airway.  This  includes  respiratory  ob- 
struction (mouth,  pharynx,  larynx,  or  trachea), 
sucking  chest  wounds,  tension  pneumothorax, 
and  maxillo-facial  injuries  in  which  asphyxia 
may  appear. 

2.  Shock  due  to  hemorrhage  either  internal  or 
external;  cardiac  injuries;  eviscerating  injur- 
ies, or  major  muscle  or  bone  injuries  in  which 
shock  is  likely  to  develop. 

Second  Priority  is  usually  given  to: 

1.  Visceral  injuries  without  severe  hemorrhage 
such  as  penetrations  of  the  gastrointestinal 
tract,  wounds  of  the  biliary  or  pancreatic  sys- 
tems, injuries  of  the  urinary  tract,  or  chest 
wounds  without  asphyxia. 

2.  Vascular  injuries  which  require  surgical  cor- 
rection — those  in  which  hemorrhage  has  been 
well  controlled  by  tourniquet  or  pressure  and 
those  producing  ischemia  (as  with  obstructing 
hematoma)  or  accompanying  fractures  or  dis- 
locations. 

3.  Closed  cerebral  injuries  with  advancing  neur- 
ological signs. 

Third  Priority  is  ordinarily  given  to: 

1.  Spinal  injuries  needing  decompression. 

2.  Soft  tissue  injuries  of  less  magnitude  than  the 
above  which  nevertheless  require  debride- 
ment. 

3.  Lesser  fractures  and  dislocations. 

4.  Injuries  to  the  eyes  and  ears. 

5.  Other  facial  injuries. 

The  approach  to  the  multiple  injury  patient 
and  to  groups  of  injured  patients  demands  that 
these  principles  be  implemented  as  if  by  reflex. 
There  is  no  time  to  go  to  the  library.  Ill  advised 
attention  to  minor  or  uncorrectable  problems 
may  spell  disaster  for  patients  who  have  every 
reason  to  expect  recovery  to  a functional  state. 
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An  enormous  body  of  information  concerning 
changes  in  diagnosis  and  treatment  of  acute 
hypovolemic  shock  has  accumulated  in  the  last 
ten  years.  Much  of  the  early  material  was  based, 
properly,  on  animal  experimentation,  and  many 
of  the  conclusions  drawn  have  persisted  to  the 
present.  Unfortunately,  canine  and  human  hemo- 
dynamics frequently  are  dissimilar,  especially 
when  the  circulation  is  deranged.  These  dis- 
similarities have  led  the  investigator  to  the  bed- 
side where,  in  conjunction  with  the  clinician, 
he  is  able  to  verify  or  discard  hypotheses  on  the 
basis  of  laboratory  observations. 

Appropriate  studies  of  the  shock  state  in  the 
human  should  be  conducted  using  the  “team” 
approach.  The  group  should  include  an  internist, 
preferably  one  with  primary  cardiophysiologic 
interests,  surgeons  with  similar  interest,  a bio- 
physicist, a pathologist,  a bacteriologist,  and  a 
computer  analyst.  The  diversity  of  the  talents 
needed  for  investigation  of  the  patient  in  shock 
is  a consequence  of  the  widespread  and  extreme- 
ly complicated  alterations  in  several  organ  sys- 
tems. 

Confusion  about  the  hemodynamic  changes  in 
the  human  has  arisen  from  the  presence  of  pre- 
existing disease.  Patients  studied  with  limited 
cardiopulmonary  or  renal  reserve  respond  far 
differently  than  do  the  patients  who  were  norm- 
al prior  to  the  onset  of  shock.  Also,  patients  with 
“pure”  hypovolemic  shock  without  elements  of 
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CHANGING  CONCEPTS  IN  TREATMENT 
OF  HYPOVOLEMIC  SHOCK 


ALL  WHO  TREAT  SHOCK  SHOULD  REVIEW  THIS 
CONCISE  AND  WELL  WRITTEN  SUMMARY  OF 
THE  PATHOPHYSIOLOGY  OF  SHOCK  AND  ITS 
TREATMENT.  FEW  WORDS  ARE  WASTED. 
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sepsis  or  trauma  are  unusual  in  most  reported 
series.  Observations  on  patients  with  “compli- 
cated shock”  can  be  difficult  to  interpret;  indeed, 
inter-relating  the  observations  gathered  from 
several  individual  patients  is  especially  trying. 

Despite  these  barriers,  observations  made  on 
patients  while  in  shock  now  form  the  most 
reliable  method  of  obtaining  useful  information 
about  the  treatment  of  hypovolemic  shock.  The 
disparate  opinions  expressed  by  several  groups 
working  in  this  fashion  are,  unfortunately,  some- 
times the  result  of  each  unit  studying  different 
types  of  shock.  Likewise,  an  agent  may  be  used 
at  different  points  in  the  course  of  circulatory 
deterioration;  the  patient  in  profound  shock  may 
respond  differently  from  one  seen  and  treated 
earlier.  An  attempt  has  been  made  in  this  study 
to  evaluate  parallel  changes  in  similar  patients. 


absolute  lowering  of  the  brachial  artery  blood 
pressure.  To  focus  on  this  parameter  is  to  ignore 
the  fact  that  major  artery  blood  pressure  is  sim- 
ply the  driving  force  which  propels  blood  to 
the  periphery.  Shock  is  a tissue  perfusion  defect, 
rather  than  a defect  of  central  pressure.1 

PATHOPHYSIOLOGIC  CONSIDERATIONS 

The  sudden  occurrence  of  significant  blood 
loss  (12  to  20  per  cent  of  the  circulating  blood 
volume)  sets  into  motion  an  extremely  complex 
series  of  events,  schematically  represented  in 
Figure  1.  The  changes  initiated  by  a sudden 
decrease  in  circulating  volume  have  many  rami- 
fications, but  can  most  conveniently  be  classified 
by  the  affected  modality. 

Increased  Peripheral  Resistance: 

An  initial  response  to  massive  bleeding  is 
markedly  augmented  catecholamine  secretion. 


Definition: 

The  shock  state  has  been  defined  in  many 
ways,  but,  in  essence,  the  term  refers  to  that  state 
in  which  the  circulatory  system  (pump,  hydraulic 
conduit,  and  fluid  content)  is  unable  to  perfuse 
vital  organs.  For  practical  purposes,  the  vital 
organs  are  in  order  of  decreasing  importance, 
brain,  heart,  lung,  liver,  and  kidney.  It  is  axiom- 
atic that,  if  these  organs  are  adequately  perfused, 
circulatory  function  is  reasonably  intact  and 
shock  has  not  occurred. 

Unfortunately,  in  the  past  the  clinical  criterion 
for  the  diagnosis  of  shock  has  usually  been 
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FIGURE  1.  INTERRELATED  FACTORS  RESPONSIBLE  FOR  SOME  FUNC- 
TIONAL ALTERATIONS  IN  HEMORRHAGE.  INCREASED  RENIN  (AND  VASO- 
PRESSIN) LEVELS  (AT  THE  FAR  LEFT)  INCREASE  URINE  OSMOLALITY, 
DIMINISH  URINE  VOLUME.  INCREASED  CATECHOLAMINE  LEVELS 
FURTHER  DECREASE  VOLUME.  CIRCULATORY  IMPAIRMENT  AND  CARDIAC 
OUTPUT  FALL  (AT  FAR  RIGHT)  RESULT  IN  CAPILLOVENULAR  STASIS, 
DIMINISHED  VENOUS  RETURN,  AND  TISSUE  ACIDOSIS.  THE  VICIOUS 
CIRCLE  OF  THE  DERANGED  CIRCULATION  IN  SHOCK  IS  EVIDENT  IN  THE 
TWO  COLUMNS  ON  THE  RIGHT. 
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This  is,  in  part,  due  to  baroreceptor  stimulation 
and  increase  in  sympathetic  outflow.  Increments 
in  the  rate  of  epinephrine  and  norepinephrine  se- 
cretion by  the  adrenals  are  of  the  magnitude  of 
50  to  350  times  basal  levels.12  Both  amines  have 
peripheral  pressor  effects,  causing  intense  con- 
striction in  cutaneous,  muscular  and  other  small 
vessel  beds.  This  effect  is  also  manifest  in  the 
liver  and  kidney,  but  not  in  heart  or  brain.  Dim- 
inished renal  perfusion,  coupled  with  increased 
vasopressin,  aldosterone,  and  cortisol  production, 
produces  oliguria,  with  the  hourly  urine  volumes 
falling  below  30  ml. 

In  conjunction  with  venular  constriction  or 
slowed  circulation,  or  perhaps  both,  aggregation 
of  red  blood  cells  in  small  vessels  (arterioles, 
capillaries,  venules)  has  been  observed  particu- 
larly when  the  patient  is  retransfused  with  whole 
blood.8  These  vessels  become  choked  with  cells, 
and  at  extreme  shock  levels  circulation  slows  and 
virtually  ceases  in  certain  organs.3  Such  stasis 
delays  return  of  blood  to  the  venous  system,  and 
may  explain  the  “taking-up”  phenomenon,9  in 
which  massive  overtransfusion  is  required  to 
resuscitate  some  patients  with  advanced  hypo- 
volemic shock.  It  is  common  to  transfuse  vol- 
umes of  blood  equal  to  or  greater  than  the  pat- 
ient’s normal  circulating  volume  (4000  to  6000 
ml.)  under  such  circumstances. 

Decreased  Cardiac  Output: 

The  normal  heart  responds  to  changing  venous 
return  by  cardiac  output  adjustments;  indeed, 
over  significant  periods  the  venous  return  must 
equal  cardiac  output.  When  hemorrhage  has 
occurred,  venous  return  is  altered  by  peripheral 
factors  (constriction,  aggregation)  as  well  as  by 
the  volume  lost,  and  cardiac  output  falls  in  res- 
ponse to  diminished  venous  return.7  Therefore, 
one  cause  for  the  diminished  cardiac  output  in 
shock  is  assessable  by  central  venous  pressure 
monitoring,  a useful  measure  of  the  filling  pres- 
sure of  the  right  heart. 

Secondly,  cardiac  output  is  influenced  by 
changes  in  myocardial  contractility.  The  coro- 
nary circulation  has  an  extraordinary  capacity 
for  oxygen  extraction,  but  at  low  pressure  levels 
it  may  not  be  able  to  deliver  sufficient  oxygen  to 
the  myocardium  to  maintain  contractility.  Endo- 
genous norepinephrine  will  increase  myocardial 
contractile  force,  but  will  also  increase  the  oxy- 
gen requirements  of  the  myocardium.  Acidosis 
may  cause  further  deterioration  of  myocardial 
function.  These  factors  in  combination  account 


for  the  alarmingly  low  cardiac  output  seen  in 
some  patients. 

Metabolic  Changes: 

The  basic  defect  in  the  shock  state  is  inade- 
quate tissue  perfusion,  with  stasis  in  peripheral 
as  well  as  some  central  structures.  The  kidney 
and  liver,  as  shown  in  Figure  1,  are  both  sites  of 
microcirculatory  stasis,  and  the  functional  effect 
on  these  organs  is  reflected  throughout  the  body. 

Anaerobic  metabolism  of  carbohydrate  mark- 
edly increases  lactate  production  and  blood 
lactic  acid  may  rise  rapidly.  Even  though  the 
liver  does  not  produce  lactate,  it  may  fail  to 
remove  excess  lactate  when  ischemic,  and  the 
kidney  cannot  excrete  fixed  organic  acids.  As 
a consequence,  metabolic  acidosis  becomes  pro- 
gressively more  severe,  with  adverse  effects  on 
cardiac  function  and  with  accentuation  of  per- 
ipheral stasis. 

Little  is  known,  or  understood,  about  plasma 
protein  alterations  in  prolonged  hypoxemic 
states,  such  as  shock.  Fibrinogen  and  some  glob- 
ulin fractions  appear  to  be  increased,  predispos- 
ing to  peripheral  rouleaux  formation  and  clump- 
ing.14 Such  changes  may  contribute  to  slowing 
of  flow  in  the  microcirculation. 

Aggregation  of  Red  Cells: 

A voluminous  literature  has  accumulated 
based  on  the  observation  that  many  “low-flow” 
states,  shock,  hypothermia,  cardiopulmonary  by- 
pass, etc.,  are  characterized  by  the  occurrence 
of  aggregation  of  masses  of  red  cells  in  capil- 
laries and  postcapillary  venules.  The  cause  of 
this  slowing  of  flow  is  not  well  understood,  but 
may  be  due  to  catechol-stimulated  venular 
sphincters,  to  excess  plasma  protein  concentra- 
tion, to  slowed  flow  alone,  or,  as  has  been 
postulated,  to  increased  viscosity  of  blood  in 
small  channels.  The  viscosity  increase  is  readily 
demonstrated  in  vitro,  and  viscosity-lowering 
agents  can  reverse  the  observed  sludging  of 
red  cells  in  animals.2 

Low  molecular  weight  dextran  has  been  shown 
to  be  an  effective  viscosity-reducing  agent,  hence 
will  help  clear  capillo venular  channels  clogged 
with  red  cells.  Consequent  to  this  disaggregation 
and  improved  venous  return,  the  central  venous 
pressure  rises  abruptly,  and  red  cells  which  have 
been  sequestered  in  the  periphery  reappear  in 
measurable  amounts.3  When  these  changes  ap- 
pear, improvement  in  other  measureable  param- 
eters also  are  manifest,  with  decreased  total  per- 
ipheral resistance,  shortened  central  circulation 
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time,  and  increased  cardiac  output.  Oliguria  fre- 
quently responds  to  this  agent  alone.5 
Pulmonary  Changes: 

Very  little  is  known  about  the  status  of  pul- 
monary circulation  and  function  in  shock.  It  is 
recognized  that  cardiopulmonary  failure  is  usu- 
ally the  terminal  event  in  advanced  shock,  but 
events  leading  to  the  changes  are  obscure.  In- 
creased respiratory  effort  in  shock  is  the  rule, 
and  marked  changes  in  P02  and  Pco2  are  usually 
seen;6  use  of  respiratory  assistance  frequently 
reverses  these  changes,  with  clinical  improve- 
ment. Specific  compliance  defects  have  been  rec- 
ognized, and  pulmonary  hypertension  may  en- 
sue. At  present,  pH,  P02  and  Pcc>2  are  monitored 
at  frequent  intervals  and  respiratory  support 
utilized  only  when  needed.  It  must  be  remem- 
bered that  positive  pressure  respirators  diminish 
central  blood  volume,  and,  hence,  cardiac  out- 
put.4 It  is  necessary  to  increase  intravascular 
volume  in  such  patients  to  maintain  right  heart 
venous  input. 

RECOGNITION 

Pure  hemorrhage  is  a frequent  cause  of  shock, 
as  seen  in  massive  gastrointestinal  bleeding,  pen- 
etrating trauma  with  injury  to  solid  viscera,  and 
similar  states  (Table  1).  However,  many  hypo- 
volemic shock  patients,  as  in  groups  2 and  3, 
have  an  added  factor  of  potential  or  actual 
sepsis,  which  complicates  diagnosis  and  treat- 
ment. 


Table  1.  Causes  of  Hypovolemic  Shock 

1.  Pure  Hemorrhage 

Gastrointestinal  bleeding 

Pentrating  wounds  (liver,  spleen,  kidney,  artery) 
Ruptured  aneurysm,  etc. 

2.  Plasma  (and  Extracellular  Fluid)  Deficits 

Major  burns 
Peritonitis 
Pancreatitis 
Intestinal  obstruction 

3.  Combination  of  1 and  2 

Mesenteric  venous  thrombosis 
Phlegmasia  cerulea  dolens 

When  blood  loss  alone  is  considered,  certain 
clinical  observations  can  help  to  gauge  magni- 
tude of  blood  loss  (Table  2).  These  findings  are 
based  on  the  assumption  that  heart,  lung,  and 
kidney  were  normal  prior  to  the  onset  of  bleed- 
ing. Further,  a short  time  since  onset  of  bleeding 
is  assumed,  specifically,  eight  hours  or  less.  After 
eight  to  twelve  hours,  significant  hemodilution 
occurs,  hematocrit  falls,  and  compensatory  mech- 
anisms assume  greater  importance. 

The  clinical  assessment  of  the  magnitude  of 
the  hemorrhage  is  useful  in  volume  replacement. 
The  capillary  blanching  test  (Classes  A and  B, 
Table  2)  is  performed  by  blanching  the  skin  of 
the  forehead  or  hypothenar  eminence  by  thumb 
pressure;  normal  cutaneous  circulation  will  re- 
turn in  1.25  to  1.5  seconds.  Delay  in  refill  is  a 
crude  indication  of  20  per  cent  blood  volume 
deficit  or  greater.  Patients  in  frank  shock  either 
have  insufficient  cutaneous  circulation  for 
blanching  to  be  evident,  or  demonstrate  marked 

in  70-Kilogram  Man 

CLINICAL  FINDINGS 

Tachycardia  (pulse  112  or  less) 

Cool  skin 

Negative  capillary  blanching 
No  postural  disturbance 
Normal  central  venous  pressure 
Normal  hourly  urine  volume 

Tachycardia  (pulse  120) 

Cool,  moist  skin 
Decreased  pulse  pressure 
Positive  capillary  blanching 
Postural  dizziness,  fainting 
Low  central  venous  pressure 
Borderline  hourly  urine  volume 

Marked  tachycardia 
Cold,  clammy  skin 
Pallor 

Hypotension 

Very  low  central  venous  pressure 
Hourly  urine  output  very  low 
( 5 to  15  ml. ) 

Profound  shock 
Lethargy,  stupor 
Hyporeflexia 

Zero  or  negative  central  venous 
pressure 
No  urine  output 


CLASS 

A.  Modest  Bleeding 
(No  shock) 


Table  2.  Classification  of  Hemorrhage 

VOLUME  SHED 

15%  of  circulating  blood 
volume  (750  ml.  or  less) 


B.  Moderate  Bleeding 
(Shock  occurs  late) 


20  to  25%  of  circulating 
blood  volume  (1000  to 
1250  ml.) 


C.  Advanced  Bleeding 
(Admitted  in  shock) 


30  to  35%  of  circulating 
blood  volume  (1500  to 
1750  ml.) 


D.  Massive  Bleeding 


40  to  45%  of  circulating 
blood  volume  (2000  to 
2250  ml.) 
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delay  in  refill.  Another  guide  to  the  seope  of  the 
bleeding  which  has  occurred  has  to  do  with  hav- 
ing the  patient  sit  up  suddenly;  when  blood 
losses  in  excess  of  15  per  cent  of  circulating  vol- 
ume exist,  sudden  cerebral  ischemia  with  dizzi- 
ness, nausea  or  fainting  follows  assumption  of 
the  upright  position. 

Clinical  findings  in  hypovolemic  shock  are 
based  largely  on  generalized  vasconstriction  in 
the  periphery  and  diminished  volume  return  to 
the  right  heart  with  decreased  cardiac  output. 
The  effect  of  excess  endogenous  vasopressors 
explains  the  cold,  clammy  skin  with  sympathetic 
overactivity.  Similarly,  tachycardia,  tachypnea, 
and  diastolic  hypertension  (Class  B)  are  signs 
of  maximal  peripheral  resistance  compensating 
for  the  early  modest  decrease  in  cardiac  output. 
However,  continued  fall  in  cardiac  output  causes 
arterial  hypotension  unless  treatment  is  under- 
taken. 

The  renal  arteriolar  vasculature  is  quite  sensi- 
tive to  catecholamine  increase.  When  Class  B 
blood  loss  levels  have  been  reached,  glomerular 
perfusion  falls,  as  afferent  arteriolar  vasconstric- 
tion  occurs.  Additive  to  this  is  the  effect  of  blood 
volume  loss  on  cardiac  output  and  consequent 
decrease  in  renal  perfusion.  The  net  result  is  that 
urine  output  falls  below  the  minimum  adequate 
level  of  30  ml.  per  hour,  as  the  shock  state  de- 
velops. The  measurement  of  hourly  urine  output 
has  regularly  been  the  single  most  reliable  bed- 
side sign  of  adequacy  of  tissue  perfusion,  at  least 
insofar  as  vital  organs  are  concerned.  The  in- 
sertion of  a catheter  in  the  bladder  with  accurate 
hourly  urine  output  monitoring  is  necessary  and 
routine.  By  the  same  token,  treatment  can  be 
varied,  if  necessary,  to  increase  output.  Implicit 
in  use  of  urinary  volume  is  the  concomitant 
measurement  of  urine  specific  gravity  (prefer- 
ably, urine  osmolality).  Bleeding  is  accompanied 
by  osmolality  increase;  specific  gravity  measure- 
ment of  1.020  or  more  should  be  found  (Fig.  1). 
If  hyposthenuria  (low  fixed  urinary  specific 
gravity,  1.010  to  1.014)  is  present,  volume  meas- 
urements have  limited  usefulness. 

When  a patient  is  admitted  to  the  hospital  with 
massive  bleeding,  the  following  maneuvers  are 
undertaken : 

1.  Intravenous  catheter,  or  needle,  is  inserted. 

2.  Blood  is  typed  and  cross-matched. 

3.  Urinary  bladder  catheter  is  inserted,  hourly 
urine  volume  measured. 

4.  Nasogastric  tube  is  placed  (if  source  of 


bleeding  is  obscure). 

5.  Vital  signs  are  measured  and  recorded  (in- 
cluding pulse  pressure)  every  five  minutes. 

6.  Capillary  refill  and  response  to  sitting  or 
standing  are  assessed. 

7.  Extent  of  trauma,  if  any,  is  evaluated. 

8.  Hematocrit,  or  red  cell  count  (blood 
volume,  if  available)  is  obtained. 

9.  Central  venous  pressure  catheter  is  inserted. 

The  central  venous  pressure  is  measured  by 

the  insertion  of  a 30-cm.  length  of  polyethylene 
tubing  into  the  superior  vena  cava  via  the 
brachial  vein.  The  preferred  cutdown  site  is  2 
cm.  below  the  pectoralis  major  tendon,  at  the 
upper  inner  aspect  of  the  arm.  The  vein  (there 
may  be  two)  is  isolated  adjacent  to  the  brachial 
artery,  the  pulsation  of  which  serves  as  a guide 
to  the  incision  site.  The  catheter  is  inserted  into 
the  vein,  leaving  5 to  6 cm.  outside  the  skin.  An 
adapter,  a three-way  stop-cock,  a spinal  mano- 
meter, and  a 20-ml.  syringe  filled  with  dilute 
heparin  solution  are  attached.  Central  venous 
pressure  is  a reliable  guide  to  right  atrial  pres- 
sure, an  index  of  right  heart  venous  return.  Cir- 
culatory overload  can  be  prevented  by  gauging 
rate  of  transfusion  by  the  absolute  level  of  meas- 
ured venous  pressure.  This  is  far  superior  to 
peripheral  venous  measurements,  interpretation 
of  which  is  uncertain  both  because  of  the  pres- 
ence of  valves  in  the  peripheral  veins  and  be- 
cause of  the  increased  tone  which  sympathetic 
outflow  and  catecholamines  cause  throughout 
the  peripheral  venous  system. 

Usually  the  central  venous  pressure  in  hemor- 
rhagic shock  patients  ranges  from  — 2 to  -\-2  cm. 
of  saline  ( the  zero  level  of  the  manometer  should 
be  placed  10  cm.  above  the  bed  level  so  as  to 
approximate  right  atrial  level).  Normals  range 
from  3 to  8 cm.  of  saline,  and  readings  above  10 
cm.  are  definitely  elevated.  As  a general  rule,  low 
central  venous  pressure  means  either  volume  def- 
icit or  peripheral  stasis,  with  pooling.  High  cen- 
tral venous  pressure  heralds  cardiac  failure  and 
may  be  due  to  peripheral  pool  mobilization,  with 
markedly  augmented  right  venous  return.13  Pres- 
sure should  be  measured  and  recorded  after  the 
infusion  of  each  250  ml.  of  colloid.  Elderly  pa- 
tients ( over  65 ) , or  those  with  a history  of  myo- 
cardial, pulmonary,  or  renal  disease,  are  moni- 
tored with  frequent  central  venous  pressure  de- 
terminations from  the  onset  of  treatment. 

MANAGEMENT 

There  is,  unfortunately,  considerable  confusion 
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concerning  the  current  treatment  of  hypovolemic 
shock.  This  confusion  stems  largely  from  the  col- 
lection of  data  concerning  treatment  of  shock  in 
patients  with  different  underlying  defects,  and 
with  vastly  dissimilar  clinical  problems.  As  an 
example,  the  elderly  patient  admitted  in  hemor- 
rhagic shock  will  respond  differently  to  certain 
agents,  specifically  those  improving  cardiac  out- 
put, from  the  young,  vigorous  individual  whose 
myocardium  has  greater  reserve.  Most  reported 
series  of  patients  in  whom  one  or  another  thera- 
peutic material  has  been  tested  are  composed  of 
groups  of  patients  with  diverse  clinical  conditions 
and  whose  responses  are  nonuniform. 

Standard  study  techniques  in  the  assessment 
of  therapeutic  materials  include  all  of  those  listed 
in  the  section  on  pathophysiology  in  shock.  Now 
that  the  feasibility  of  such  cardiodynamic,  pul- 
monary, metabolic,  and  circulatory  hemodynamic 
studies  has  been  established,  it  is  important  that 
the  purer  types  of  shock  be  studied  individually, 
attempting  to  eliminate  the  massive  numbers  of 
variables  which  enter  into  previously  reported 
series.  In  keeping  with  this  concept,  our  group 
has  attempted  to  establish  a study  protocol  in 
which  hemorrhage  alone,  for  example,  is  the  pre- 
cipitating mechanism  in  shock,  and  in  which  the 
elderly  patient,  with  cardiopulmonary  derange- 
ments existing  before  the  onset  of  shock,  has 
been  eliminated.  Patients  seen  with  acute,  us- 
ually penetrating,  wounds  and  bleeding  have 
been  studied.  Wounds  involving  the  intestinal 
tract  or  other  contaminated  areas  have  been 
eliminated;  parietal  or  visceral  hemorrhage 
alone  has  been  the  basis  for  shock  in  all  patients 
in  this  series. 

The  management  of  a patient  in  shock,  as  in- 
dicated above,  requires  the  placement  of  cath- 
eters in  the  stomach  and  urinary  bladder,  and,  if 
the  shock  is  nonresponsive  to  initial  volume 
loading,  specifically,  1000  ml.  of  colloid,  a central 
venous  pressure  catheter  is  inserted.  From  an  in- 
vestigative standpoint,  and,  in  addition,  to  assess 
treatment  accurately,  it  has  been  most  valuable 
to  insert  a small  catheter  in  the  femoral  artery 
as  well  as  the  brachial  vein  sites.  Measurements 
of  central  venous  pressure  are  routine,  and 
measurements  of  stroke  volume  and  cardiac  out- 
put ( Stewart-Hamilton  method  with  indocyanine 
green  dye)  with  calculation  of  total  peripheral  re- 
sistance and  mean  transit  time  have  been  ex- 
tremely helpful.  Further,  patients  have  routinely 
been  followed  by  frequent  measurements  of 


arterial  pH,  P02  and  Pco2.  Responses  to  a given 
therapeutic  agent  can  be  evaluated,  and,  if  the 
agent  is  not  effective,  another  may  be  employed. 
In  the  management  of  patients  with  hypovolemic 
shock,  there  is  an  element  of  trial  and  error 
which  is  at  a minimum  in  the  young  acutely 
bleeding  patient,  but  which  may  become  more 
important  in  the  older  patient  who  has  disease  of 
one  or  several  organ  systems. 

SPECIFIC  THERAPY 

Volume  Replacement: 

The  essence  of  treatment  of  hypovolemic 
shock  remains  the  re-establishment  of  normal  or 
near  normal  intravascular  volume.  There  is  con- 
siderable dispute  as  to  the  most  desirable  agent 
to  accomplish  this,  but  it  would  still  appear  that 
whole  blood  is  the  agent  of  choice  in  patients 
within  Class  B,  C,  or  D.  The  first  consideration 
in  restitution  of  normal  volume  is  not  the  infu- 
sion of  red  cells  to  increase  exygen-carrying  ca- 
pacity, but,  rather,  the  re-establishment  of  nor- 
mal circulating  volume.  In  order  to  accomplish 
this,  a volume  expander  may  be  given  until 
cross-matched  whole  blood  is  available.  The 
choice  of  volume  expander  varies  considerably, 
but  centers  around  three  primary  materials. 

DEXTRAN.  This  material  is  supplied  com- 
mercially in  two  forms,  standard  clinical  dextran 
(Dextran-80)  with  a mean  molecular  weight  of 
approximately  75,000  and  low  molecular  weight 
dextran  with  a mean  molecular  weight  of  approx- 
imately 40,000  ( Dextran-40 ) . Standard  clinical 
dextran  is  commercially  available,  is  an  effective 
plasma  expander,  and  1000  ml.  may  be  infused 
rapidly  into  a patient.  When  dextran  is  employed 
for  this  purpose,  and  transfusion  of  whole  blood 
is  anticipated,  it  is  necessary  to  draw  blood  for 
typing  and  cross-matching  prior  to  the  dextran 
infusion,  as  this  substance  will  cause  some  ag- 
glutination of  red  cells  on  the  slide  or  in  the  test 
tube,  making  cross-matching  difficult.  In  prac- 
tice, the  blood  for  typing  and  cross-matching  is 
drawn  at  the  time  the  intravenous  fluids  are 
started,  and  dextran  is  then  infused  as  necessary. 

PLASMA.  Plasma,  stored  for  six  months  at 
room  temperature,  is  a highly  useful  expanding 
material,  is  free  of  hepatitis  virus,  and  provides 
safe  volume  expansion. 

SERUM  ALBUMIN.  Six  per  cent  serum  al- 
bumin solution  may  be  used  in  a fashion  similar 
to  plasma,  is  more  readily  available,  and  is  less 
expensive.  This  material  is  also  hepatitis-free. 
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WHOLE  BLOOD.  The  basic  material  for  re- 
placement of  shed  blood  in  Class  B,  C,  and  D 
bleeding  conventionally  has  been  whole  blood. 
Whole  blood  has  two  therapeutic  properties, 
volume  expansion  and  increase  in  oxygen-carry- 
ing capacity.  In  patients  with  major  bleeding, 
although  volume  expansion  is  the  first  requisite 
in  resuscitation,  increase  in  red  cell  mass  must 
also  be  provided;  whole  blood  is  the  only  mater- 
ial for  this  purpose.  Disadvantages  in  the  use  of 
whole  blood  include  a low  pH  after  14  to  16 
days  of  storage  (pH  range  5.5  to  6.5),  increased 
potassium  ion  concentration  (15  to  24  mEq.  per 
liter  of  plasma ) , and  the  capacity  of  whole  blood 
to  transmit  hepatitis  or  to  cause  hemolytic  trans- 
fusion reactions.  Despite  these  drawbacks,  whole 
blood  administration  should  be  expeditiously 
employed  in  patients  with  major  or  massive 
bleeding. 

The  measurement  of  central  venous  pressure 
on  frequent  occasion  (every  250  to  500  ml.  of 
blood  administered)  is  the  single  best  means 
for  preventing  overtransfusion.  In  a normal 
70-kg.  person,  the  central  venous  pressure  falls 
0.4  to  0.7  cm.  of  saline  per  each  100  ml.  of  blood 
shed.  However,  the  reverse  relationship  does 
not  always  pertain,  and  the  amount  of  blood 
or  colloid  required  to  raise  the  central  venous 
pressure  cannot  be  calculated. 

BALANCED  ION  SOLUTIONS.  Considerable 
importance  has  been  attached  to  the  administra- 
tion of  balanced  ion  solutions,  such  as  lactated 
Ringer’s  solution,  buffered  to  pH  7.0  to  7. 4. 11 
Highly  variable  results  have  been  obtained  in 
our  patients,  but  all  patients  have  required  pri- 
mary colloid  replacement  prior  to  or  coincident 
with  administration  of  the  sodium-containing 
fluids.  Sodium-loading  in  the  face  of  myocardial 
failure,  as  evidenced  by  a rising  central  venous 
pressure  and  falling  cardiac  output,  has  proved 
to  be  ineffective  and  potentially  hazardous. 

Management  of  Peripheral  Stasis  with  High 
Total  Peripheral  Resistance: 

Currently  there  is  uniform  agreement  as  to 
the  existence  of  a state  of  peripheral  stasis  in 
severe  hypovolemic  shock.  Differences  of  opin- 
ion, however,  have  arisen  in  explaining  the  phen- 
omenon. Some  propose  that  the  defect  is  an  in- 
crease in  capillary  and  venular  blood  viscosity 
with  slowed  venular  emptying,  while  others  hold 
that  catecholamine  excess  causes  post-venular 
sphincter  constriction  and  capillary  stasis.  Patient 
management  directed  primarily  at  correcting 


either  of  these  defects,  however,  will  be  inef- 
fectual until  volume  replacement  has  been  ac- 
complished. 

VISCOSITY  REDUCING  AGENTS.  Increased 
peripheral  resistance  due  to  increased  viscosity 
can  be  lessened  by  several  agents.  Decreasing 
viscosity  leads  to  improved  flow  through  the 
capillovenular  bed,  resulting  in  increased  venous 
return  and  a subsequent  rise  in  the  right  atrial 
pressure  (Fig.  2).  Dextran-40,  volume  for  vol- 
ume, is  the  most  effective  agent  to  reduce  vis- 
cosity and  has  a more  sustained  effect  than  other 
agents.  Whole  blood,  on  the  other  hand,  is  the 


FIGURE  2.  A COMPARISON  OF  THE  RELATIVE  EFFECTIVENESS  OF 
VOLUME-EXPANDING  AGENTS  IN  ELEVATING  CENTRAL  VENOUS  PRESSURE 
IN  PATIENTS  IN  SHOCK.  THE  BATA  REPRESENTED  BY  THIS  COMPOSITE 
GRAPH  WERE  COLLECTED  FROM  52  PATIENTS  IN  HEMORRHAGIC  SHOCK. 
MOST  PATIENTS  RECEIVED  ALL  OF  THE  AGENTS  AND  ACTED  AS  THEIR 
CONTROLS.  DEXTRAN-40  (LVD),  PLASMA,  AND  SERUM  ALBUMIN  ARE 
SEEN  TO  CAUSE  THE  GREATEST  RISE,  SUGGESTING  AUGMENTATION  OF 
RIGHT  HEART  VENOUS  RETURN,  SECONDARY  TO  PERIPHERAL  DIS- 
AGGREGATION (SEE  FIG.  3). 


DYNE  SEC 

INFUSION  4 HOURS 


FIGURE  3.  CALCULATION  OF  PERIPHERAL  RESISTANCE  FOLLOWING 
INFUSION  OF  VOLUME  EXPANDERS  IN  52  HEMORRHAGIC  SHOCK  PA- 
TIENTS. MEAN  DECREASE  IS  SEEN  TO  BE  MAXIMAL  WITH  DEXTRAN-40 
(LVD)  AND  PLASMA,  CONFIRMING  THE  INTERPRETATION  OF  CENTRAL 
VENOUS  PRESSURE  RISE  IN  FIGURE  2.  WHOLE  BLOOD  WAS  NOTED  TO 
CAUSE  INCREASED  PERIPHERAL  RESISTANCE  IN  A FEW  PATIENTS.  THE 
MEAN  EFFECT  OF  WHOLE  BLOOD,  HOWEVER,  SHOWED  NO  CHANGE. 
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least  effective  agent  for  reducing  viscosity.  Total 
peripheral  resistance  (Fig.  3)  varies  directly  with 
viscosity  and  falls  as  viscosity  falls  and  disaggre- 
gation occurs.  Improved  venous  return  accom- 
panying disaggregation  and  volume  expansion 
increases  cardiac  output  (Fig  .4). 

Dextran-40,  when  used  for  volume  expansion 
and  lowering  viscosity,  is  given  by  rapid  loading 
with  50  grams  (500  ml.  of  10  per  cent  solution) 
in  one  hour  followed  by  a second  50-gram  in- 
fusion over  a six-to-eight-hour  period  to  maintain 
circulating  levels  of  the  drug.  When  dextran-40 
is  not  available,  stored  plasma,  which  is  slightly 
less  effective,  may  be  used. 


FIGURE  4.  EFFECT  ON  STROKE  VOLUME  (AS  A FUNCTION  OF  CARDIAC 
OUTPUT)  FOLLOWING  EXPANDER  ADMINISTRATION  IN  THE  SAME  GROUP 
OF  PATIENTS  IS  FUNCTIONALLY  RELATED  TO  PREVIOUSLY  GRAPHED 
PARAMETERS.  DEXTRAN-40  AND  PLASMA  SHOW  MOST  MARKED  IN- 
CREASES, SALINE  A SIMILAR  INCREASE,  BUT  WITH  VERY  RAPID  FALL- 
OFF  TO  BELOW  PREINFUSION  LEVELS.  WHOLE  BLOOD  INFUSION  RE- 
SULTED IN  A MINIMAL,  BUT  SUSTAINED,  RISE. 


VASODILATORS.  When  viscosity  reduction 
proves  to  be  unsatisfactory  in  providing  adequate 
tissue  perfusion  as  measured  by  urine  output, 
full  pulse  volume  and  warmth  of  the  extremities, 
various  agents  can  be  administered  to  diminish 
peripheral  vasoconstriction. 

Phenoxybenzamine  (Dibenzyline).  This  agent 
is  highly  effective  in  causing  alpha-receptor 
blockade  and  vasodilatation.  One  milligram  per 
kilogram  body  weight  is  administered  over  one 
to  two  hours  and  is  given  slowly  to  avoid  de- 
pressive effects  on  myocardial  contractility.  The 
drug  has  yielded  good  results  in  hypovolemic 
shock  in  both  animals  and  humans  but  unfor- 
tunately it  is  not  available  for  general  use.13 

Isoproterenol  (Isuprel).  This  drug  has  a modest 
vasodilator  effect,  but  exerts  its  major  action  on 
the  heart. 


Chlorpromazine  (Thorazine).  When  given  in 
small  amounts  intravenously  (5  to  7.5  mg.), 
chlorpromazine  has  moderate  vasodilator  activ- 
ity. Some  of  this  action  is  probably  central,  via 
the  vasomotor  center,  and  some  peripheral  as  an 
alpha-receptor  blocking  agent. 

Phentolamine  (Regitine).  This  well-recognized 
alpha-adrenergic  blocker  has  the  same  action  as 
dibenzyline  and  has  the  advantage  of  rapid 
reversibility  ( 15  minutes ) . 

Maintenance  of  Cardiac  Output: 

Cardiotonic  agents  have  assumed  increasing 
importance,  since  bedside  cardiac  output  studies 
have  become  routine  in  investigation  of  the  shock 
state.  Falling  cardiac  output  is  now  recognized 
as  a prime  early  sign  of  circulatory  deterioration, 
and  makes  maintenance  of  pump  output  an  ex- 
tremely important  facet  of  shock  treatment.  Im- 
mediate and  adequate  response  to  volume  load- 
ing makes  further  therapy  unnecessary  and  un- 
desirable. However,  when  volume  expansion  and 
peripheral  vasodilator  agents  have  not  accom- 
plished resuscitation,  one  or  several  agents  may 
be  required  to  increase  myocardial  contractility. 

ISOPROTERENOL  (Isuprel).  This  agent  has 
a potent  positive  inotropic  effect  (increases  con- 
tractile force)  and  strong  positive  chronotropic 
effect  (increases  rate)  on  the  myocardium.  Re- 
markable increases  in  cardiac  output  occur  when 
one  gives  1 mg.  of  isoproterenol  diluted  in  500 
ml.  of  solution  intravenously  at  a rate  of  20  to 
30  drops  per  minute.  Unfortunately,  occasional 
alarming  increases  in  rate  may  be  encountered 
(rates  to  160  to  180  per  minute)  and,  if  these 
occur,  this  agent  should  not  be  used  further. 

NOREPINEPHRINE  WITH  PHENOXYBEN- 
ZAMINE. Norepinephrine,  like  isoproterenol, 
has  a marked  inotropic  effect  on  the  heart.  Ex- 
perimentally, it  is  possible  to  administer  norep- 
inephrine with  pheonxybenzamine,  the  latter  to 
block  peripheral  effects  of  norepinephrine,  and 
obtain  the  norepinephrine  effect  on  the  heart 
alone.  Such  polypharmacy  has  theoretical  ad- 
vantages to  the  clinician,  but  should  not  be  used 
until  proved  by  intensive  clinical  investigation. 

DIGITALIS.  Use  of  digitalis  preparations 
when  the  myocardium  is  hypoxic  has  traditional- 
ly been  avoided.  However,  in  our  experience, 
those  patients  who  develop  serious  tachycardia 
or  have  poor  response  to  isoproterenol  have  been 
digitalized,  with  significant  improvement  in 
cardiac  output.  Lanatoside  C (Cedilanid)  has 
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been  given,  0.8  mg.  as  an  initial  dose,  followed 
by  0.4  mg.  every  two  hours  to  a maximum  of 
2.0  mg.,  with  salutary  effect  on  measured  cardiac 
outputs. 

Base  Buffers: 

Metabolic  acidosis,  with  or  without  respiratory 
acidosis  (sometimes  with  respiratory  alkalosis), 
is  a usual  finding  in  prolonged  hypovolemic 
shock.  Correction  of  the  acidosis  with  buffers  and 
base  has  not  yielded  dramatic  effects  in  our 
hands,  but  is  desirable  and  can  occasionally  pro- 
duce an  increase  in  cardiac  output  and  decrease 
in  peripheral  resistance.  Considerable  alkali  is 
ordinarily  required  to  correct  pH  shifts,  and  pH 
monitoring  is  essential. 

SODIUM  BICARBONATE.  Partial  correction 
of  acidosis  can  be  accomplished  with  90  to  135 
mEq.  of  sodium  bicarbonate  ( 100  to  150  ml. 
of  7.5  per  cent  sodium  bicarbonate  solution). 
Some  patients  are  extremely  resistant,  and  re- 
quire 250  to  350  mEq.  of  sodium  ion.  Sodium 
lactate  has  no  place  in  these  circumstances,  as 
liver  conversion  of  lactate  ion  is  limited  by  is- 
chemia. 

TRIS  BUFFER  (Trihydroxymethyl  Aminome- 
thane).  This  potent  hydrogen  ion  acceptor  has  the 
distinct  advantage  of  supplying  buffer  without 
sodium  ion,  and  also  of  promoting  osmotic  di- 
uresis. Respiratory  depression  is  common,  how- 
ever, and  ventilatory  support  must  be  available. 
Thirty-six  grams  of  the  buffer  can  be  suspended 
in  1000  ml.  of  fluid  (0.3  molar  solution)  and  in- 
fused. Monitoring  of  arterial  pH  is  mandatory. 
Sodium  bicarbonate  is  as  effective  a buffer,  with 
greater  clinical  saftey. 

Miscellaneous  Measures: 

MANNITOL.  Administration  of  20  grams  of 
mannitol  (100  ml.  of  20  per  cent  solution)  in 
shock  patients  is  useful  to  protect  the  kidney 
from  prolonged  ischemia,  as  mannitol  seems  to 
increase  renal  parenchymal  blood  flow.10  Man- 
nitol is  an  osmotic  diuretic  but  will  not  cause 
diuresis  in  the  shock  state  when  glomerular  fil- 
tration has  ceased.  If  urine  volume  increases  to 
adequate  levels  with  mannitol  administration, 
volume  replacement  can  be  considered  to  have 
been  adequate  and  further  resuscitative  efforts 
with  colloid  should  be  limited.  Mannitol  diuresis 
as  an  index  of  volume  replacement  is  most  help- 
ful after  trauma  or  operation. 

RESPIRATORY  ASSISTANCE.  Increasing  at- 
tention is  being  drawn  to  the  extreme  respiratory 
effort  exhibited  by  some  shock  patients.  Al- 


though this  is  most  often  seen  in  shock  due 
to  sepsis,  some  patients  with  trauma  and/or 
bleeding  also  are  similarly  affected.  The  changes 
in  the  lung  apparently  consist  of  diminished  elas- 
ticity, atelectasis,  and  ultimately  aggregation  of 
red  cells  in  the  pulmonary  capillary  bed,  leading 
to  pulmonary  hypertension.  Although  both  vis- 
cosity reduction  and  adrenergic  blockade  have 
been  thought  to  be  beneficial,  mechanical  as- 
sistance with  a respirator  may  be  required. 

STEROIDS.  Although  much  speculation  exists, 
there  is  no  evidence  of  any  significant  beneficial 
effects  of  massive  administration  of  adrenal  ster- 
oids to  humans  in  hypovolemic  shock. 

SUMMARY 

Observations  obtained  from  careful,  partially 
controlled  studies  in  humans  with  major  bleeding 
have  changed  some  classic  concepts  of  shock 
management.  Treatment  of  major  blood  loss  may 
require  more  than  volume  loading.  Measures 
directed  at  decreasing  peripheral  resistance,  in- 
creasing cardiac  output,  and  providing  support 
for  lung  and  kidney  should  be  included  in  the 
treatment.  Monitoring  techniques  have  increased 
in  sophistication,  but  intelligent,  careful,  minute- 
to-minute  bedside  observation  remains  the  most 
important  guide  in  care  of  the  shock  patient. 
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Second  only  to  cardiac  activity,  the  most  vital 
body  function  which  may  be  disrupted  by 
trauma  is  respiration.  If  not  alleviated  promptly, 
airway  obstruction  or  secondary  apnea  may  re- 
sult in  acute  respiratory  distress  and  culminate  in 
death.  The  following  discussion  will  be  con- 
cerned with  some  of  the  mechanisms  that  pro- 
duce airway  problems  in  the  injured  patient 
and  how  these  problems  should  be  managed. 

An  essential  feature  in  the  resuscitation  of  a 
patient,  who  has  experienced  cardiac  arrest  or 
who  is  apneic,  is  good  ventilation.  If  the  upper 
airway  is  unobstructed,  mouth-to-mouth  venti- 
lation should  be  performed  between  every  4-5 
beats  of  the  external  cardiac  massage.  The  nares 
should  be  held  in  a closed  position  and  the 
mandible  retracted  anteriorly  and  superiorly  in 
order  to  prevent  obstruction  of  the  posterior 
pharynx.  The  chest  should  be  observed  to  rise 
with  each  respiration.  Further  assistance  should 
be  summoned  immediately  since  adequate  resus- 
citation requires  the  help  of  many  people.  When 
adequate  facilities  become  available  an  endo- 
tracheal tube  should  be  inserted  and  ventilation 
continued  with  an  anesthesia  machine.  The  port- 
able resuscitation  units  (Ambu  bag)  with  face 
mask  and  oxygen  tank,  may  provide  good  respira- 
tory exchange  for  long  periods  of  time.  A naso- 
gastric tube  should  be  inserted  and  aspirated 


AN  OUTLINE  OF  THE  SIGNIFICANT  STEPS  TO 
TAKE,  BY  VARIOUS  MEANS,  TO  MAINTAIN  AN 
ADEQUATE  AIRWAY. 


as  soon  as  feasible  since  air  blown  into  the  stom- 
ach may  produce  emesis,  and  further  respiratory 
distress  by  elevating  the  diaphragms. 

Many  methods  of  ventilation  are  available  for 
the  patient  who  requires  respiratory  support. 
Mouth-to-mouth,  or  mouth-to-nose  resuscitation 
is  the  most  readily  available  method  of  ventilat- 
ing an  apneic  patient  who  does  not  have  airway 
obstruction.  The  head  must  be  extended  to  clear 
the  airway,  and  any  blood,  emesis,  or  foreign 
material  should  be  removed.  This  type  of  vent- 
ilation may  be  continued  for  hours  by  rotating 
personnel.  The  S-shaped  oral  airway  (Resusci- 
tube ) with  a hollow  center  may  provide  a slight- 
ly easier  and  more  appealing  method  of  breath- 
ing for  a patient.  Such  airways  are  inexpensive 
and  should  be  accessible  in  most  emergency  kits 
and  in  homes  and  offices. 

When  available,  the  rubber  face  mask  and 
portable  ventilating  bag,  using  room  air  or,  if 
available,  oxygen,  may  be  used  to  provide  sat- 
isfactory respiratory  movements.  Under  optimal 
circumstances  an  anesthesiologist  should  be  sum- 
moned to  manage  the  ventilation  while  the  phys- 
ician in  charge  carries  out  other  important  facets 
of  care,  such  as  cardiac  massage,  administration 
of  intravenous  fluids,  or  treatment  of  other  ser- 
ious injuries. 

The  nasopharyngeal  tube  has  limited  appli- 
cation in  emergency  care  unless  the  month  is 
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held  tight  in  the  closed  position  or  there  is 
serious  injury  to  the  mouth  which  precludes  use 
of  a face  mask  or  mouth-to-mouth  respiration. 
Nasopharyngeal  tubes  necessarily  have  a small 
lumen  and  place  large  amounts  of  air  into  the 
stomach  during  ventilation. 

The  endotracheal  tube  is  generally  the  most 
expeditious  and  reliable  method  of  ventilating 
an  injured  apneic  patient.  Intubation  may  be 
difficult  to  perform  in  an  awake  and  active 
patient,  and  the  previously  mentioned  methods 
of  ventilation  may  be  necessary  in  such  instances. 
An  emergency  tray  with  laryngoscope  and  endo- 
tracheal tubes  of  varying  size  should  be  readily 
accessible  on  all  wards  and  many  other  areas 
of  patient  care  in  hospitals.  All  physicians  should 
be  thoroughly  familiar  with  the  technique  of 
intubation.  If  the  tube  may  not  be  inserted  easily, 
one  should  rely  upon  the  methods  of  ventilation 
described  earlier.  It  is  not  necessary  in  most 
patients  to  take  the  additional  time  to  find  a tube 
with  a cuff,  since  the  tube  may  be  exchanged  at 
a later  time  if  necessary,  when  the  patient  is  more 
stable.  Care  should  be  taken  to  avoid  applying 
more  than  35-40  cm.  water  pressure  to  an  endo- 
tracheal tube  in  order  that  alveolar  rupture  with 
subsequent  mediastinal  emphysema  or  pneumo- 
thorax does  not  ensue  and  cause  more  severe 
respiratory  distress  and  possible  death. 

Nasotracheal  intubation  has  limited  applica- 
tion in  the  management  of  respiratory  distress 
in  the  acutely  injured  patient  because  of  the 
difficulty  in  inserting  such  tubes  and  the  small 
diameter  of  the  lumen.  Nasotracheal  intubation 
has  been  effective  in  providing  prolonged  res- 
piratory support  to  infants  and  small  children  in 
whom  tracheostomy  is  avoided  whenever  pos- 
sible, although  laryngeal  inflammation  or  injury 
may  enuse. 

Tracheostomy  is  the  preferred  method  of  pro- 
viding assisted  ventilation  when  support  is  nec- 
essary for  longer  than  48  hours  or  when  there 
is  a severe  maxillofacial  injury  with  airway  ob- 
struction. It  is  strongly  preferred  that  trache- 
ostomy be  performed  after  endotracheal  intuba- 
tion, whenever  possible,  in  an  environment  in 
which  adequate  assistance,  instruments,  suction- 
ing equipment,  and  lighting  are  available.  Trach- 
eostomy is  very  hazardous  in  the  combative 
patient  or  in  the  apneic  patient  who  needs  im- 
mediate ventilation,  since  it  may  require  as  long 
as  10-15  minutes  to  perform.  Bleeding  into  the 


trachea  may  compound  the  respiratory  distress 
unless  hemostasis  can  be  achieved  and  suction- 
ing equipment  is  available.  Although  it  is  cust- 
omary to  remove  a small  window  of  cartilage 
from  the  anterior  trachea  in  the  adult,  this  prac- 
tice should  not  be  observed  in  infants  and  small 
children  in  whom  tracheal  collapse  and  respira- 
tory distress  may  follow  extubation.  A simple 
vertical  incision  through  2-3  cartilages  is  ad- 
vised in  infants.  A chest  X-ray  should  be  obtain- 
ed shortly  after  tracheostomy  to  assure  that  the 
tube  does  not  descend  below  the  carina  and 
cause  obstruction  to  one  lung,  and  to  examine  for 
possible  pneumothorax.  A cuffed  tube  is  recom- 
mended when  prolonged  support  by  a respirator 
is  required,  as  in  the  patient  with  a flail  chest. 
The  new  silastic  and  other  plastic  tracheostomy 
tubes  appear  to  cause  much  less  trauma  to  the 
mucosa  than  do  those  constructed  of  metal. 

A large  caliber  needle  may  be  inserted  into 
the  trachea  percutaneously  through  the  crico- 
thyroid membrane  to  provide  immediate  relief 
for  acute  respiratory  distress  when  other  tech- 
niques of  ventilation  are  unavailable  or  not 
feasible.  This  technique  has  the  obvious  dis- 
advantage of  having  a very  small  lumen,  but 
it  may  provide  assistance  while  other  resuscita- 
tive  measures  are  undertaken. 

Airway  obstruction  is  a major  cause  of  respira- 
tory distress  in  the  injured  patient.  The  ob- 
struction may  result  from  a variety  of  causes, 
such  as  collapse  of  the  tongue  into  the  posterior 
pharynx,  injury  to  the  respiratory  tract,  aspira- 
tion, and  other  phenomena.  Treatment  is  based 
on  four  principles: 

1 ) Proper  positioning  of  the  patient  to  prevent 
aspiration  of  emesis  or  blood.  If  the  other  body 
injuries  permit,  the  patient  should  be  positioned 
with  the  face  to  the  side  and  head  tilted  down- 
ward approximately  20  degrees,  with  the  body 
in  the  lateral  or  prone  position. 

2)  Application  of  proper  mechanical  airways, 
as  has  already  been  discussed. 

3)  Removal  of  secretions.  Tbis  is  extremely 
important  if  adequate  ventilation  is  to  be  as- 
sured. This  may  be  facilitated  by  the  use  of  a 
high  humidity  environment,  such  as  an  ultra- 
sonic nebulizer  which  provides  tiny  water  drop- 
lets, applied  to  the  respirator.  When  suctioning 
of  tracheostomy  or  endotracheal  tubes  is  per- 
formed, sterile  technique  should  be  observed, 
with  sterile  catheters  and  irrigating  solutions 
used.  Postural  drainage,  with  tapping  of  the 
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chest  by  hand  as  is  recommended  for  cystic 
fibrosis  patients,  has  been  more  effective  in  our 
experience  with  the  nonintubated  patient,  in 
loosening  and  removing  secretions  than  has  oro- 
tracheal suctioning.  Ventilators  should  be  clean- 
ed frequently  to  minimize  the  incidence  of 
pseudomonas  infection.  Deep  breathing,  cough- 
ing and  sighing  are  of  prime  importance  in  pre- 
venting atelectasis  and  removing  secretions.  Anti- 
biotics are  generally  recommended  when  pro- 
longed respiratory  assistance  is  required  or  when 
there  has  been  major  injury  to  the  respiratory 
tract.  Mucolytic  enzymes  have  been  of  limited 
value  in  removing  secretions  in  our  experience 
if  proper  mechanical  techniques  are  employed. 
They  have  the  disadvantage  that  they  are  antag- 
onistic to  certain  antibiotics,  causing  broncho- 
constriction,  and  are  destroyed  in  high  oxygen 
concentrations. 

4)  Oxygen  administration  is  of  paramount 
importance  to  the  patient  with  apnea  or  airway 
obstruction.  Although  room  air  may  provide  suf- 
ficient oxygen  to  most  patients  requiring  resus- 
citation, 95  per  cent  oxygen  may  be  of  great  ben- 
efit to  those  with  respiratory  tract  injuries.  Fre- 
quent monitoring  of  arterial  pH,  p02  and  pC02 
may  be  of  great  help  in  determining  the  ade- 
quacy of  ventilation.  The  physician  should  be 
prepared  to  increase  ventilation  if  respiratory 
acidosis  occurs  or  to  decrease  the  rate  or  tidal 
volume  if  alkalosis  occurs.  Buffering  agents,  such 
as  sodium  bicarbonate  or  TRIS  may  be  of  great 
help  in  maintaining  a normal  pH.  Both  the  vol- 
ume and  pressure  mechanical  respirators  have 
strong  proponents  as  well  as  adversaries.  The 
pressure  respirators  are  more  commonly  used, 
primarily  because  of  the  lower  cost. 

A few  complications  of  ventilation  should  be 
stressed.  Gastric  distention  frequently  occurs  fol- 
lowing reuscitation  by  face  mask  or  mouth-to- 
mouth  techniques.  This  may  result  in  emesis  and 
subsequent  aspiration,  phrenic  elevation  with 
compression  of  the  lungs  and  compounding  of 
respiratory  distress,  or  even  in  gastric  rupture, 
especially  when  closed  chest  cardiac  massage  is 
being  performed.  These  complications  may  be 
obviated  by  insertion  of  a nasogastric  tube  and 
continuous  suctioning. 

The  management  of  specific  injuries  to  the  res- 
piratory tract  will  not  be  reviewed  here  although 
the  importance  should  be  stressed  of  prompt 
thoracentesis  and  subsequent  tube  drainage 
when  tension  pneumothorax  is  suspected. 
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Automobile  accidents  cause  the  large  majority 
of  abdominal  injuries  seen  in  most  general  hos- 
pitals. The  pattern  of  injury  frequency  places 
injury  to  the  abdomen  a solid  last  after  injuries 
to  the  head,  lower  extremities,  chest,  dorsal 
spine,  upper  extremities,  and  pelvis.  The  rela- 
tively low  standing  of  abdominal  injuries  in  the 
pattern  of  injury  following  automobile  accidents 
should  not  divert  attention  from  the  problems 
encountered  in  these  patients. 

There  is  relatively  little  difficulty  in  recog- 
nizing penetrating  abdominal  injuries  and,  in 
general,  diagnosis  and  prompt  therapy  are  in- 
stituted. Blunt  abdominal  trauma,  on  the  other 
hand,  with  injuries  to  the  solid  viscera,  blood 
vessels,  retroperitoneal  viscera,  and  to  the  mes- 
entery are  often  poorly  managed. 

Newspapers  commonly  contain  items  such  as: 
Mr.  John  Jones  of  this  city  was  admitted  to  the 
hospital  at  5:00  P.M.  yesterday  following  a head- 
on  collision  on  Route  58.  Mr.  Jones  died  during 
the  night  of  internal  injuries.  He  is  survived  by 
etc.,  etc. 

The  disturbing  feature  of  such  reports  is  the 
implication  that  “internal  " injuries  are  more  or 
less  undiagnosable,  untreatable,  socially  accept- 
able, and  uniformly  fatal! 

Often  such  news  reports  reflect  that  a physi- 
cian has  been  trapped  by  one  of  a number  of  pit- 
falls  associated  with  management  of  these  pa- 
tients. Review  of  some  of  these  problems  is  the 
purpose  of  this  report. 

An  incomplete  history  is  often  responsible  for 
errors  of  management.  Minimal  historical  in- 
formation should  include  the  specific  location 
and  habitus  of  the  patient  when  injured.  Specific 
injuries  related  to  passenger  location  are  fre- 
quently observed,  e.g.,  the  driver  more  often  suf- 
fers rupture  of  the  spleen  or  liver  than  other  oc- 


cupants of  the  car.  Other  location  related  injuries 
are  common  enough  to  make  this  information 
quite  helpful  in  early  management. 

History  of  recent  food  intake  is  important  for 
adequate  care  by  the  anesthesiologist  and  of 
value  in  anticipating  problems  with  the  airway. 
Careful  history  of  concurrent  disease  and  past 
medical  problems  is  essential  for  intelligent  care. 
All  present  therapy  such  as  insulin,  digitalis,  etc. 
must  be  detailed  and  considered  in  the  overall 
treatment  plan.  Finally,  immunization  history 
with  special  attention  to  tetanus  should  be  ob- 
tained. 

An  incomplete  physical  examination  may  ser- 
iously compromise  the  care  of  patients  with  ab- 
dominal injury.  Among  many  important  pitfalls 
in  this  area  is  failure  to  recognize  the  signs 
of  compensated  shock.  Systolic  blood  pressure 
may  be  maintained  at  low  normal  levels  despite 
major  blood  loss.  Poor  capillary  filling,  collapsed 
peripheral  veins,  peripheral  cooling  and  tachy- 
cardia are  additional  warnings  that  serious  cir- 
culatory decompensation  is  impending.  Omis- 
sion of  the  rectal  and  vaginal  examination  fails 
to  provide  the  best  clue  in  diagnosing  injuries  to 
the  pelvis,  bladder  and  intestinal  tract  as  well 
as  the  presence  of  peritoneal  fluid. 

Failure  to  recognize  the  role  of  chest  injury, 
especially  fractures  of  the  lower  ribs,  in  produc- 
ing abdominal  findings  may  lead  to  serious  errors 
in  management.  Recollection  of  the  fact  that 
the  skin,  soft  tissues,  muscles  and  parietal  peri- 
toneum of  the  entire  abdomen  receive  somatic 
innervation  from  the  same  segmental  thoracic 
cord  routes  as  those  supplying  the  lower  thorax, 
explains  why  marked  abdominal  findings  may  be 
present  when  the  injury  may  be  entirely  thoracic. 
It  is  also  helpful  in  diagnosis  to  remember  that 
the  sensory  innervation  of  the  muscular  portions 


1 


ARIZONA  MEDICINE 


of  the  diaphragm  is  supplied  by  these  same 
thoracic  routes. 

In  penetrating  wounds  of  the  abdomen  much 
time  can  be  lost  in  fruitless  alignment  of  wounds 
of  entrance  and  exit  in  an  attempt  to  predict 
the  trajectory  of  the  wounding  instrument.  Since 
all  such  injuries  require  prompt  resuscitation  and 
exploratory  surgery,  such  geometric  exercises 
may  delay  indicated  treatment. 

The  important  finding  of  loss  of  liver  dullness 
to  percussion  is  often  not  observed.  Loss  of  liver 
dullness  in  the  mid-axillary  line  is  pathogno- 
monic of  free  intraperitoneal  air. 

Overdependence  on  X-ray  diagnosis  of  intra- 
abdominal injuries  is  a frequent  cause  of  failure 
of  proper  management.  X-ray  examination  is 
often  utilized  as  a substitute  for  physical  exam- 
ination, and  in  blunt  abdominal  trauma  it  is 
often  of  little  value.  The  hurried  trip  from  the 
accident  room  to  the  X-ray  department  may,  in 
fact,  place  the  patient  in  jeopardy.  A recent 
survey  of  the  X-ray  finding  in  more  than  300 
penetrating  abdominal  wounds  at  the  City  of 
Memphis  Hospitals  indicated  that  abdominal 
films  were  of  no  value  in  diagnosis  in  90  per 
cent  of  patients  and  actually  hindered  diagnosis 
in  two  per  cent  of  patients.  Findings  of  diag- 
nostic value  were  present  in  only  eight  per  cent 
of  all  cases.5 

The  compulsive  trip  to  X-ray  facilities  is  even 
more  dangerous  in  patients  who  have  multiple 
systems  injuries,  for  more  often  than  not  the 
“X-ray  survey"  yields  films  of  poor  quality  in  any 
event.  It  has  been  stated  that  death  from  trauma 
often  begins  in  the  X-ray  department.  This  state- 
ment merely  reflects  the  fact  that  the  X-ray  de- 
partment is  not  equipped  for  resuscitation.  Pat- 
ients in  compensated  shock  may  decompensate 
during  X-ray  manipulation  and  require  rapid, 
intensive  care. 

A good  deal  of  thought,  concerning  the  need 
for  X-ray  examination  and  what  views  are  es- 
sential for  intelligent  management,  should  be 
expended.  Proper  preparation  of  the  patient  for 
transport  and  attendance  by  the  doctor  while 
X-rays  are  being  made  will  greatly  reduce  the 
risks  to  the  seriously  injured  patient.  Special 
X-ray  studies  to  determine  intraabdominal  injury 
such  as  intravenous  pyelograms,  cystograms,  etc. 
also  require  good  judgment  and  timing. 

Certain  ancillary  measures  for  establishing  the 
diagnosis  of  intraabdominal  injury  have  been 


reported  which,  on  occasion,  may  be  indicated. 
Most  popular  among  them  is  needle  aspiration 
of  all  four  quadrants  of  the  abdomen.1  Any 
material  withdrawn  is  carefully  studied  both 
grossly  and  microscopically.  Bilateral  flank  taps 
may  be  substituted  for  four  quadrant  taps. 

Probably  the  greatest  amount  of  information 
with  the  least  chance  of  false  positive  results 
can  be  obtained  from  peritoneal  lavage.2  A small 
lumen  plastic  catheter  is  inserted  into  the  peri- 
toneal cavity  by  needle  paracentesis  and  500- 
1000  ml  of  Ringer’s  lactate  are  slowly  infused. 
The  fluid  is  then  returned  to  the  flask  by  lower- 
ing it.  Gross  and  microscopic  study  of  the  as- 
pirate may  be  quite  helpful. 

The  urine  precipitation  test,  consisting  of  the 
oral  ingestion  of  diatrizoate  contrast  media,  and 
testing  subsequent  urine  samples  for  precipita- 
tion on  acidification  may  indicate  leaks  from 
the  gastroenteric  tract.3  There  is  little  indication 
for  this  test,  but  it  is  available. 

Recently  several  centers  have  been  studying 
missile  tracts  of  the  abdominal  wall  in  asympto- 
matic patients  in  an  attempt  to  demonstrate 
penetration.4  A French  catheter  is  placed  into 
the  wound  and  after  local  anesthesia  a purse 
string  suture  is  tightened  about  the  catheter.  Six- 
ty to  eighty  ml  of  50%  Hypaque*  is  then  instilled 
from  an  asepto  syringe.  Anterio-posterior  and  lat- 
eral abdominal  x-rays  are  taken  and  evidence  of 
intraperitoneal  dye  indicates  the  need  for  ex- 
ploration. This  procedure  has  been  reported  to 
be  especially  helpful  in  reducing  the  number  of 
negative  explorations  following  knife  wounds. 

Retrograde  selective  aortic  angiographic  stud- 
ies with  insertion  of  the  catheter  into  various 
branches  of  the  aorta  has  been  useful  in  highly 
selected  cases  in  demonstrating  visceral  hemor- 
rhage. 

The  choice  and  interpretation  of  laboratory 
studies  is  another  pitfall  in  the  management  of 
abdominal  trauma.  The  hematocrit  and  hemo- 
globin levels  do  not  accurately  reflect  acute 
blood  loss  and  cannot  be  relied  upon  as  an  indi- 
cation of  adequate  replacement.  The  fact  that 
white  blood  cell  counts  are  often  in  excess  of 
25,000/cu  mm  in  rupture  of  the  spleen  and 
occasionally  in  rupture  of  the  liver  is  not  uni- 
versally appreciated. 

Frequently,  best  management  of  complications 
is  made  more  difficult  by  failure  of  adequate 
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baseline  determinations  of  electrolytes,  BUN, 
blood  studies  and  electrocardiogram  on  admis- 
sion. 

Perhaps  the  single,  most  important  pitfall  is 
neglect  of  continued  observation  and  re-evalua- 
tion of  the  patient’s  condition.  Important  areas 
of  continued  observation  include  urinary  output, 
central  venous  pressure,  frequent  abdominal  ex- 
amination, assessment  of  the  circulatory  status, 
neurologic  and  respiratory  changes.  Urinary  out- 
put of  30  mis  per  hour  in  the  adult  and  15  mis 
per  hour  in  children  is  a good  indication  of  ade- 
quate renal  perfusion  and  circulating  blood  vol- 
ume. Rise  in  central  venous  pressure  in  the  face 
of  fluid  administration  may  be  an  early  sign  of 
overload  of  the  circulatory  system.  Conversely, 
falling,  or  constant  central  venous  pressure  meas- 
urements may  indicate  the  need  for  further  fluid 
replacement. 

Finally,  errors  in  treatment  are  commonly 
made  in  the  management  of  these  patients. 
Among  the  more  common  errors  in  treatment 
are  oversedation,  hesitation  in  instituting  trache- 
ostomy, undertransfusion,  failure  to  recognize 
priorities  of  treatment  in  multiple  systems  injury, 
overreliance  on  gadgets  such  as  respirators,  neg- 
lect of  the  gastroenteric  tract,  and  inadequate 
management  of  sepsis. 

The  intent  of  this  communication  has  been  to 
pinpoint  some  specific  problems  encountered  in 
the  management  of  patients  with  abdominal 
trauma.  Management  of  specific  organ  injuries 
have  intentionally  been  left  out.  A general  out- 
line of  specific  points  of  therapy  which  are  val- 
uable and  reliable  are  listed  in  Table  I. 


Table  I 

FRIENDS  IN  NEED  IN  ABDOMINAL  TRAUMA 

Generous  Incision 

Stop  Bleeding 

Repair  Diaphragm 

Complete  Exploration 

Excise  Damaged  Liver 

Explore  Retroperitoneal  Hematomas 

Repair  Colon  Wounds  Adequately 

Colostomy  When  Indicated 

Drain  The  Pancreas 

Forget  Packs 

Close  With  Wires 
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To  paraphrase  Winston  Churchill  the  fat  em- 
bolism syndrome  is  “a  riddle  wrapped  in  a 
mystery  inside  an  enigma.” 

For  more  than  a century  the  fat  embolism 
syndrome  has  stimulated  many  clinical  and  ex- 
perimental studies.  Its  relationship  to  skeletal 
and  soft  tissue  injury  has  been  recognized  and 
several  cases  have  been  reported.  Nontraumatic 
conditions  such  as  diabetes,  burns,  blood  trans- 
fusions, severe  infections,  poisoning,  sickle  cell 
disease,  cardiopulmonary  bypass  and  renal  homo- 
transplantation may  also  result  in  the  fat  em- 
bolism syndrome.  Its  incidence  remains  high 
both  on  the  battlefield  and  in  civilian  life.  The 
seriousness  of  this  complication  of  trauma  is 
generally  not  appreciated.  Controversy  continues 
over  the  source  of  the  embolic  fat.  Systemic  fat 
embolism  produces  a clinical  syndrome  with 
characteristic  clinical  findings  and  pertinent  lab- 
oratory test  results.  Recent  advances  in  the  rec- 
ognition and  treatment  of  fat  embolism  have 
contributed  to  a decrease  in  morbidity  and  mor- 
tality. 

PATHOGENESIS 

For  many  years  the  source  of  the  embolic  fat 
was  assumed  to  be  intravasation  of  the  fat  into 
the  vascular  channels  at  the  fracture  site.  Bone, 
because  of  its  high  fat  content,  vascularity,  and 
rigidity,  provide  the  ideal  setting  whereby  in- 
creased interstitial  pressure  could  force  the  free 
fat  into  vascular  channels.  In  support  of  this 
mechanical  theory,  bone  marrow  fragments  have 
been  found  within  the  lungs. 

The  physiochemical  theory  postulates  an  alter- 
ation of  the  normal  plasma  colloidal  dispersion 
of  chylomicrons,  which  occurs  after  trauma,  with 
coalescence  of  the  chylomicrons  into  larger  fat 
droplets.  After  trauma  the  lipid-mobilizing  hor- 
mone is  activated  and  blood  lipid  concentrations 
increase  resulting  in  a change  in  the  physical 
state  of  the  blood  lipids.  Injection  of  radioiodine 
(13lI)  labeled  triolein  at  the  ends  of  fracture 
sites  in  experimental  animals  revealed  a slow  rate 
of  absorption,  demonstrating  that  the  fat  absorb- 


ed from  the  site  of  injury  is  not  the  only  source 
of  embolic  fat. 

In  the  last  few  years,  considerable  attention 
has  been  directed  to  the  rheology  of  blood  in 
the  microvasculature  (vessels  with  an  internal 
diameter  of  less  than  100/r).  The  fluidity  of 
blood  is  altered  by  tissue  injury,  and  microcir- 
culatory  changes  occur.  The  flow  patterns  and 
flow  rates  of  blood  cells  are  notably  altered.  The 
changes  after  tissue  injury  can  be  summarized 
as  follows:  (1)  immediately  after  injury,  aggre- 
gation of  platelets  and  chylomicrons  occurs  with 
the  formation  of  white  masses;  (2)  within  a few 
hours  after  injury,  aggregation  of  erythrocytes 
occurs;  (3)  a decrease  in  the  flow  rate  of  eryth- 
rocytes occurs  in  the  postcapillary  venules 
and  sinusoids.  Occlusion  or  sludging  of  the  eryth- 
rocytes may  occur.  Poor  tissue  oxygen  per- 
fusion with  hypoxia  or  anoxia  is  the  obvious 
end  result. 

Therefore,  the  posttraumatic  changes  that  oc- 
cur in  the  microvasculature,  in  combination  with 
the  presence  of  circulating  fat  droplets  (as  a 
result  of  alteration  of  normal  lipid  stability)  pro- 
vide the  physiologic  basis  for  the  fat  embolism 
syndrome. 

CLINICAL  MANIFESTATIONS 

The  fat  embolism  syndrome  is  most  common  in 
the  second  and  third  decades  of  life,  and  in  the 
sixth  and  seventh  decades  when  fractures  of  the 
hips  are  frequent.  Ninety  per  cent  of  the  patients 
demonstrate  symptoms  within  48  hours  after  in- 
jury, but  this  time  interval  may  vary  from  a few 
hours  to  four  days.  An  initial  latent  period  with- 
out symptoms  may  occur. 

Fulminating  cases  after  severe  multiple  in- 
juries are  seldom  recognized.  Mild  cases  are 
frequent  but  often  are  not  diagnosed.  The  clin- 
ician must  have  a high  index  of  suspicion  to 
make  the  diagnosis  of  the  fat  embolism  syn- 
drome, though  its  characteristics  are  specific 
enough  to  allow  early  recognition.  Symptoms  of- 
ten begin  suddenly  and  are  a manifestation  of 
tissue  hypoxia  and/or  anoxia  ( signs  are  dyspnea, 
cyanosis,  disorientation,  and  delirium).  Restless- 
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ness  and  obstreperous  behavior  are  common. 
The  clinical  signs  associated  with  the  fat  embol- 
ism syndrome  are  a rise  in  temperature  to  as 
high  as  103F;  tachycardia  with  a pulse  rate  of 
140;  a respiratory  rate  of  30  to  34.  The  neurologic 
examination  may  demonstrate  a changing  pic- 
ture, with  occasional  extensor  posturing  and 
decerebrate  rigidity.  On  the  second  or  third  day 
after  injury,  petechiae  often  are  seen  across  the 
root  of  the  neck,  in  the  axillae,  and  in  the  con- 
junctivae.  The  petechial  rash  is  present  for  only 
a few  hours  and  fades  rapidly. 

Laboratory  Findings 

Laboratory  studies  are  helpful  in  the  diagnosis 
of  the  fat  embolism  syndrome.  In  approximately 
50  per  cent  of  the  patients,  free  fat  is  demon- 
strated in  the  urine  within  the  first  three  days 
after  onset  of  the  syndrome.  The  urine  supernat- 
ant fluid  must  be  stained  with  freshly  filtered 
Sudan  III  stain  and  examined  for  free  fat  drop- 
lets. An  unexplained  decrease  in  the  blood  hemo- 
globin content  often  occurs  in  the  early  stages 
of  the  syndrome.  As  the  fat  in  the  urine  de- 
creases, the  serum  lipase  content  increases  in 
about  50  per  cent  of  the  patients.  When  the 
diagnosis  is  suspected,  serial  examinations  for 
fat  in  the  urine,  and  the  determination  of  serum 
lipase  content  should  be  started.  A roentgeno- 
gram of  the  chest  may  demonstrate  the  “snow- 
storm appearance”  that  is  associated  with  the 
fat  embolism  syndrome.  A skin  biopsy  of  a 
petechial  lesion  may  reveal  the  presence  of  intra- 
vascular fat.  Differential  diagnosis  includes  eval- 
uation of  possible  acute  occult  blood  loss,  drug 
idiosyncrasies,  oversedation,  craniocerebral  in- 
jury, and  delirium  tremens. 

TREATMENT 

Certain  general  measures  should  be  employed 
in  the  treatment  of  fat  embolism.  The  patient’s 
airway  must  be  maintained;  shock  must  be  treat- 
ed; fluids  must  be  administered;  unnecessary 
transportation  must  be  avoided. 

The  respiratory  failure  associated  with  fat 
embolism  is  best  treated  by  mechanically  assist- 
ing respiration  and  by  the  intravenous  admin- 
istration of  corticosteroids  ( 100  mg  every  six  to 
eight  hours ) . Oxygen  decreases  the  tissue  hypox- 
ia, and  should  be  giVen  immediately  after  the 
diagnosis  of  fat  embolism  is  suspected.  Specific 
treatment  should  be  directed  at  lowering  the 
plasma  lipid  concentration,  preventing  platelet 
aggregabon>  and  improving  micro-circulatory 
flow. 


Heparin 

Injection  of  heparin,  which  has  specific  chylo- 
lytic  action,  will  facilitate  the  passage  of  chylo- 
microns into  tissues.  Heparin  activates  the  lipo- 
protein lipase  and  promotes  the  hydrolysis  of 
the  chylomicron  to  unesterified  fatty  acid.  The 
fatty  acids  in  solution  in  the  plasma  are  bound 
by  albumin.  The  lipoprotein  spectrum  of  the 
plasma  is  also  altered  by  heparin,  and  a change 
in  the  physical  state  of  the  blood  lipids  occurs. 
The  anticoagulant  action  of  heparin  prevents  ag- 
glutination of  the  platelets  and  improves  micro- 
circulatory  flow.  Small  intravenous  injections  of 
from  10  to  50  mg  of  heparin  every  six  to  eight 
hours  will  achieve  a chylolytic  effect  without  the 
risk  of  hemorrhage.  Heparin  used  in  less  than 
anticoagulant  dosage  has  been  beneficial  in  the 
treatment  of  the  fat  embolism  syndrome. 

Dextran 

Low  molecular  weight  dextran  (mean  molec- 
ular weight  of  40,000 ) is  a useful  addition  to  the 
treatment  of  the  fat  embolism  syndrome.  A pro- 
found alteration  of  posttraumatic  microcircula- 
tory  flow  changes  follows  its  administration.  The 
properties  of  low  molecular  weight  dextran 
which  influence  microcirculatory  flow  are : ( 1 ) 
expansion  of  plasma  volume;  (2)  a change  in 
the  electric  charge  of  the  surfaces  of  the  ery- 
throcytes, improving  or  increasing  erythrocyte 
negativity;  ( 3 ) formation  of  a dextran-fibrinogen 
complex;  (4)  a siliconizing  effect  upon  the  in- 
jured blood  vessel  wall.  Low  molecular  weight 
dextran  has  been  shown  to  be  a valuable  thera- 
peutic agent  in  the  treatment  of  retarded  flow 
within  the  microvasculature.  The  mortality  rate 
from  cerebral  fat  embolism  is  less  after  the  use 
of  low  molecular  weight  dextran  in  a dosage  of 
500  ml  intravenously  every  12  hours.  Contra- 
indications for  the  use  of  low  molecular  weight 
dextran  are  the  presence  of  localized  sepsis,  renal 
failure,  pulmonary  edema,  congestive  heart  fail- 
ure, severe  dehydration,  hypofibrinogenemia, 
and  thrombocytopenia. 

SUMMARY 

Fat  embolism  produces  a clinical  syndrome 
with  characteristic  clinical  findings  and  pertinent 
laboratory  test  results.  The  incidence  and  sever- 
ity of  the  fat  embolism  syndrome  is  great  enough 
to  warrant  a high  index  of  suspicion.  Treatment 
has  become  less  empiric  and  more  specific  with 
the  use  of  heparin,  low  molecular  weight  dex- 
tran, and  corticosteroids. 
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How  many  medical  meetings  do  you  attend 
each  year?  Do  you  attend  one  or  more  meetings 
a year  to  increase  or  enhance  your  fund  of 
knowledge?  Do  you  read  some  of  the  scientific 
publications  that  cross  your  desk?  Do  you  read 
some  of  the  scientific  articles  in  Arizona  Medi- 
cine? 

As  you  read  this  page  the  answer  to  each  of 
the  above  questions  will  be  “one  or  more.  These 
may  seem  to  be  ridiculous  questions  to  ask,  but  I 
do  have  a purpose.  All  of  the  above  questions 
refer  to  some  form  of  Continuing  Education. 

No  Doctor  of  Medicine  truly  “graduates.”  In 
the  best  interests  of  our  patients,  we  must  con- 
tinue to  go  to  “school.”  We  must  continue  our 
education  to  keep  abreast  of  new,  and  even 
newer,  advances  in  medicine.  Anything  less  is 
dereliction  of  duty  to  ourselves  and  our  pa- 
tients . 

ArMA  has  always  tried  to  take  the  lead  in  the 
postgraduate  education  of  its  members  and  other 
interested  physicians.  In  1969  the  door  is  open- 
ing even  wider  for  our  benefit.  ArMA,  the  Uni- 
versity of  Arizona’s  College  of  Medicine,  the 
Health  Department  of  the  State  of  Arizona,  and 
various  agencies  of  the  Federal  Government  are 
beginning  to  band  together  to  bring  all  of  us  the 
best  postgraduate  education  available  any  place 
in  this  country. 

I would  hope  that  all  of  us  will  take  maximum 
advantage  of  these  opportunities  — voluntarily. 
Most  of  us  will,  and  I pray  we  always  will,  have 
the  opportunity  to  continue  our  postgraduate 
pursuits  voluntarily.  The  alternative  is  compul- 
sion with  one  more  loss  to  free-enterprise  medi- 
cine. As  our  Annual  Scientific  Session  nears,  each 
of  us  has  an  opportunity  to  improve  our  indi- 
vidual knowledge.  Plan  now  to  attend  some  por- 
tion of  this  meeting.  And  remember  that  each 
member  is  invited  to  participate  in  all  Business 
and  Reference  Committee  sessions. 

In  conclusion,  I didn’t  write  this  for  you.  You 
already  do  these  things.  I wrote  this  for  the  man 
who  never  reads  Arizona  Medicine.  Would  you 
show  him  this  editorial?  And  we’ll  see  all  of  you 
in  Scottsdale  on  April  22-26,  1969. 

Arthur  V.  Dudley,  Jr.,  M.D. 

President 
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THE  NEW  ASSOCIATION  OF 
AMERICAN  MEDICAL  COLLEGES 

Every  year  the  Association  of  American  Med- 
cal  Colleges  holds  its  annual  meeting  in  the 
early  winter.  This  year’s  meeting,  in  Houston, 
Texas,  was  an  exceptional  one.  Since  there  has 
been  so  very  much  discussion  about  this  meeting, 
including  editorial  comment  in  a recent  issue  of 
The  New  York  Times,  a few  observations  are 
probably  in  order. 

The  Association  of  American  Medical  Colleges 
is  an  old  organization  dedicated  to  the  continual 
upgrading  of  our  efforts  in  the  broad  field  of 
medical  education.  It  is  antedated  in  this  en- 
deavor only  by  the  American  Medical  Associa- 
tion itself.  The  Executive  Committee  of  the 
Association  of  American  Medical  Colleges,  for 
example,  in  concert  with  the  Council  on  Medical 
Education  of  the  American  Medical  Association, 
makes  up  what  is  known  as  the  Liaison  Com- 
mittee on  Medical  Education.  This  group  does 
all  of  the  accrediting  of  our  American  medical 
schools. 

For  many  years  the  Association  of  American 
Medical  Colleges  has  consisted  of  a loose  federa- 
tion of  “institutional  members.”  Each  institu- 
tional member  was,  of  course,  a medical  school 
and  the  dean  of  each  medical  school  was  the 
voting  member.  In  a sense,  the  Association  was 
thus  considered  to  be  a “Dean’s  Club.”  Cast  in 
this  mold,  the  Association  did  not  constitute  a 
very  powerful  or  persuasive  body.  As  a result, 
it  was  in  a very  weak  position  to  respond  to  the 
extraordinary  changes  that  have  been  promul- 
gated recently  in  the  broad  area  of  medicine 
and  public  policy.  Clearly,  this  situation  called 
for  a change,  and  that  is  exactly  what  has  now 
taken  place.  ( Recently,  the  AMA  itself  has  been 
showing  similar  inclinations.) 

In  the  reorganization  of  the  AAMC,  emphasis 
was  placed  on  strengthening  and  broadening  its 
role.  It  was  agreed  that  the  two  most  important 
groups  in  American  medical  education  that 
lacked  an  effective  voice  within  the  Association 
were  the  teaching  hospitals  and  the  academic 
societies.  Therefore,  the  Association  reorganized 
itself  by  disbanding  its  old-fashioned  institution- 
al membership  and  replaced  it  with  three  Coun- 
cils. These  are  the  Council  of  Deans,  the  Council 
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of  Teaching  Hospitals  and  the  Council  of  Aca- 
demic Societies.  The  Council  of  Deans  consists 
of  the  deans  of  all  of  the  American  medical 
schools.  The  Council  of  Teaching  Hospitals  con- 
sists of  ten  percent  of  the  (currently)  350  mem- 
ber-hospitals. Thirty-five  academic  societies  have 
representation  in  the  Council  of  Academic  Soci- 
eties. Together,  the  three  Councils  meet  as  the 
“Assembly,”  which  is  the  equivalent  of  the  old, 
institutional  membership.  Although  the  Associa- 
tion still  offers  other  classes  of  membership, 
including  individual  memberships,  the  Assem- 
bly is  now  the  central,  policy-making  body  of 
the  Association. 

While  the  mathematics  of  the  above  may  be 
confusing,  what  is  significant  is  that  the  newly- 
organized  Association  of  American  Medical  Col- 
leges will  present  a much  wider  front,  and  speak 
with  a much  more  powerful  voice,  in  the  general 
area  of  public  policy.  This  has  never  been  more 
important  in  medicine  than  it  is  now  because  of 
the  shifting  emphases  in  Washington.  Actually, 
the  desire  to  change  the  image  of  the  Associa- 
tion, in  this  regard,  was  so  great  that  serious 
consideration  was  even  given  to  changing  its 
name.  Certain  practical  considerations  prevailed, 
however,  and  the  proposal  to  change  the  name 
was  defeated. 

On  the  other  hand,  the  central  office  of  the 
Association,  which  has  been  located  in  Evanston, 
Illinois  for  many  years,  is  being  closed  in  favor 
of  the  establishment  of  a much  larger,  central 
office  located  in  the  District  of  Columbia. 

As  a last  step  the  Association  established  a 
very  powerful  “search”  committee  including  the 
President  of  the  American  Medical  Association, 
the  Assistant  Secretary  of  Health,  Education  and 
Welfare,  the  Chairmen  of  the  respective  Coun- 
cils of  the  Association,  and  others  — whose 
assigned  objective  is  to  identify  a suitable  person 
on  the  national  scene  to  come  to  Washington  to 
lead  the  newly-organized  Association  as  its  per- 
manent President. 
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A NEUROSURGEON  VISITS  MOSCOW 


WILLIAM  B.  HELME,  M.D. 


After  a recent  six-week  neurosurgical  visit  to 
India  and  Pakistan  I stopped  off  in  the  Soviet 
Union  on  my  way  home  and  had  the  opportunity 
to  observe  some  aspects  of  their  system  which, 
I believe,  are  not  seen  by  the  usual  visitor.  Al- 
though I was  teaching  and  operating  in  India 
and  Pakistan  as  a representative  of  the  United 
States  Government  and  American  neurosurgeons, 
this  was  not  true  in  the  Soviet  Union.  I obtained 
my  Russian  visa  and  made  my  travel  arrange- 
ments there  as  a private  citizen  and  accordingly 
feel  free  to  express  my  observations  publicly. 
As  a further  explanation  for  this,  I quote  briefly 
from  the  magazine  “Soviet  Woman"  distributed 
on  the  Russian  airliner  out  of  India.  The  lead 
article  entitled  “The  October  Flags  are  Flying” 
reads,  “The  eternal  flame  of  the  October  Revolu- 
tion is  convincing  proof  of  the  great  truth  of 
Leninism.  The  more  important  the  successes  of 
the  socialist  world  the  more  desperate  are  the 
attempts  of  the  enemies  of  progress  to  halt  the 
victorious  advance  of  Marxism-Leninism.  Led  by 
American  imperialists,  these  forces  are  under- 
taking an  offensive  against  the  unity  of  the 
socialist  community  of  nations,  attempting  co 
break  it  from  within,  as  can  be  witnessed  from 
the  events  in  Czechoslovakia.  The  Soviet  Union 
and  other  socialist  countries  have  extended  their 

Attending  Neurosurgeon  Barrow  Neurological  Institute, 

St.  Joseph’s  Hospital  and  Good  Samaritan  Hospital,  Phoenix. 
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fraternal  aid  to  the  people  of  Czechoslovakia 
and  dealt  a decisive  blow  to  the  insidious  plans 
of  the  imperialist  forces.”  This  magazine  is  dis- 
tributed in  ten  languages  by  the  USSR. 

I flew  into  Moscow  on  this  Soviet  airliner 
non-stop  out  of  Delhi,  where  the  temperatures 
were  in  the  upper  seventies.  On  arrival  it  was 
twenty  below  zero  and  I had  no  overcoat.  I was 
met  by  a representative  of  the  government  and 
taken  by  a State-owned  taxi  to  the  Metropol 
Hotel,  an  ancient  structure  formerly  used  by  the 
secret  police.  Most  visitors  stay  at  the  new  show 
place,  Rossia  Hotel.  I am  not  sure  how  I wound 
up  at  the  Metropol  unless,  possibly,  it  was  be- 
cause my  travel  arrangements  were  made  in 
India.  In  any  event,  it  gave  me  a better  insight 
into  the  realities  of  Moscow  life.  The  tempera- 
ture in  my  room  was  a minor  improvement  over 
that  outside.  It  seemed  that,  if  I were  to  survive 
long,  I must  obtain  an  overcoat. 

Down  Gorky  Street  a few  blocks  is  the  GUM 
department  store.  It  is  big  and  decrepit,  not 
what  one  sees  on  our  occasional  TV  “insights” 
into  Muscovite  life.  Everyone  was  plodding  up 
and  down  creaking  wooden  stairways  — silently. 
It  suddenly  dawned  on  me  that  there  was  almost 
no  conversation  among  people  walking  together 
and  this  was  true  also  in  the  streets.  Doubtless, 
after  fifty  years  of  a police  state,  casual  conver- 
sation is  not  a frequent  habit,  and  never  for  a 
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moment  is  there  any  doubt  that  this  is  a police 
state.  I cannot  say  that  I was  followed,  or  my 
room  bugged.  I believe  that  this  was  not  the 
case.  But  it  is  clear  that  everything  and  every- 
one is  regulated  and  that  overall  there  is  a sense 
of  fear. 

Overcoats  are  on  the  third  floor  of  the  GUM 
department  store.  I did  not  purchase  one.  They 
appeared  so  shoddy,  the  prices  so  high  and  the 
sales  people  so  uninterested  that  I decided  it 
was  not  worth  it  — even  at  twenty  below.  And 
so  I finally  picked  out  a sheepskin  jacket  at  a 
shop  in  the  Metropol.  It  was  warm  and  fit  well 
(made  in  Bulgaria,  incidentally)  and  I told  the 
young  lady  I wanted  to  buy  it.  I offered  her  the 
13.75  in  rubles  and  was  informed  that  I must 
pay  in  dollars.  At  this  point  I had  only  rubles 
and  I could  not  get  that  jacket  from  that  Mus- 
covite maiden.  Can  you  imagine  Goldwaters 
dealing  only  in  rubles! 

The  reason,  of  course,  is  that  the  Soviets  are 
anxious  to  acquire  foreign  exchange  in  order 
to  buy  our  products.  But  the  result  was  that  I 
couldn’t  buy  that  jacket  until  I located  fourteen 
U.S.  dollars  the  next  day.  When  I left  Russia 
I presented  my  remaining  rubles  at  the  airport 
bank  and  eight  of  them,  for  which  I had  paid 
more  than  eight  dollars,  were  handed  back  to 
me  without  explanation.  They  are  worthless  out- 
side of  the  Soviet  Union  and  I still  have  them. 

I spent  most  of  one  day  at  an  Institute  in 
Moscow  devoted  to  the  care  of  neurological  and 
neurosurgical  patients.  I had  been  given  the 
name  of  a Russian  professor  by  an  Indian  neuro- 
surgeon, and  finally  contacted  this  individual  by 
telephone,  a major  project  in  Moscow.  He  ob- 
tained permission  for  my  visit  from  the  Ministry 
of  Health  and  picked  me  up  at  the  hotel.  The 
Institute  is  a great  stone  structure  with  260 
neurological  beds  and  there  are  11  full  time 
neurologists.  There  are  forty  neurosurgical  beds 
and  there  are  11  full  time  neurosurgeons.  That, 
of  course,  adds  up  to  less  than  four  patients  per 
doctor  and  seems  like  a woeful  waste  of  medical 
talent.  The  neurosurgeons  were  all  very  leisurely. 
Towards  midday  we  were  having  coffee,  sand- 
wiches, and  apples  in  the  Professor’s  office  and 
he  left  for  perhaps  an  hour.  During  this  interval 
I had  an  opportunity  to  confer  with  the  other 
neurosurgeons,  several  of  whom  spoke  fair  Eng- 
lish. 

I asked  straight  out  if  any  of  them  was  a 


member  of  the  Communist  Party.  One  could 
sense  a little  tension  at  this  turn  in  the  conver- 
sation, but  the  answer  was  that  the  Professor 
is  a member  of  the  party.  And  herein  is  the 
secret  of  the  Soviet  system.  Actually,  it’s  a well 
known  fact,  but  one  that  is  often  lost  sight  of. 
Perhaps  one  out  of  a hundred  Russians  is  a mem- 
ber of  the  Communist  party  like  the  Professor. 
These  few  have  power  and  privilege  in  a measure 
unknown  in  our  country,  and  this  was  beautifully 
illustrated  by  the  Professor.  He  runs  things 
completely  and,  obviously,  with  about  three  pa- 
tients to  take  care  of,  he  is  not  overburdened 
with  medical  duties.  He  has  visited  the  United 
States  and  has  observed  the  better  life.  But 
actually  ours  may  not  be  a better  life  than  his; 
he  and  his  fellow  party  members  live  a life  of 
great  privilege.  The  rest  of  the  citizens  live  a 
life  of  degradation.  I asked  my  hosts  why  they 
were  not  members  of  the  Communist  Party. 
Again,  the  sense  of  tension  and  the  slow  re- 
joinder, “Ah,  that  is  a very  complicated  ques- 
tion.” 

There  is  an  international  meeting  of  neuro- 
surgeons to  be  held  at  New  York  in  September 
1969.  I suggested  to  the  neurosurgeons  that  they 
should  attend.  Their  answer,  “Oh,  that  is  for 
the  Professor.”  Now,  clearly  the  Professor  and 
the  other  members  of  the  Party  could  change 
things  in  Russia,  but  very  clearly  they  don’t 
want  to  change  anything.  I am  confident  that  if 
any  of  the  other  neurosurgeons  indicated  any 
independent  thought  he  would  wind  up  in  Si- 
beria the  next  day.  It  is  clear  that  the  closely 
knit  bureaucracy  of  party  members  will  resort 
to  any  expediency  to  preserve  their  way  of  life. 

The  neurosurgery  that  I saw  was  second  rate. 
Their  neurosurgeons  get  two  years  of  training 
beyond  internship;  we  get  five.  In  stereotaxic 
basal  ganglia  procedures,  as  are  used  in  Parkin- 
son’s disease,  they  use  a method  which  we 
abandoned  in  Phoenix  at  the  Barrow  Neuro- 
logical Institute  several  years  ago  and  replaced 
with  a technique  of  greater  precision.  One  gets 
the  feeling  that  the  Soviet  Union  is  perpetrating 
a terrible  fraud  upon  the  rest  of  mankind. 

It  is  true  of  course  that  they  have  excelled 
in  a few  well  publicized  fields  duly  brought  to 
the  attention  of  all  the  world.  I attended  the 
ballet  at  the  Bolshoi  Theatre  and  have  never 
seen  anything  more  beautiful.  The  theatre  is 
more  than  a century  old,  but  is  magnificent,  with 
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a main  floor,  and  six  gold  plated  balconies  ex- 
tending above.  The  stage  must  cover  an  acre; 
the  lighting  and  costumes  are  brilliant.  They 
presented  Don  Quixote  which,  I was  told,  is 
one  of  the  greatest  of  the  ballets.  Every  seat 
was  filled.  There  were  more  than  ten  curtain 
calls.  Almost  everyone  was  standing  and  shout- 
ing “Bravo,”  and  many  threw  bouquets  to  the 
female  and,  particularly,  the  male  leads.  One 
had  the  feeling  that  everyone  hated  to  leave 
this  lovely  place  of  beauty  and  return  to  bleak, 
dreary  Moscow. 

The  average  visitor  to  Moscow  staying  at  their 
show  place  Rossia  Hotel  and  visiting  the  ballet, 
Red  Square  and  Moscow  University  must  come 
away  thinking  that  the  Soviet  system  is  pretty 
great.  I stood  in  the  lobby  of  the  non-show  place 
Metropol  Hotel  one  afternoon  for  perhaps  a 
half  hour  watching  the  passing  scene  on  the 
street  and,  particularly,  a large  heavy  glass  door 
which  led  from  the  busy  street.  I never  saw 
anyone  hold  that  swinging  door  for  the  person, 
male  or  female,  behind  him;  several  were  struck 
by  it.  It  seems  that  there  is  no  place  for  basic 
courtesy  in  the  classless  society.  Women,  of 
course,  have  been  fully  emancipated.  One  sees 
them  shoveling  snow  and  chipping  ice  all  over 
Moscow. 

I am  keenly  aware  that  none  of  these  observa- 
tions is  new  — with  the  possible  exception  of 
the  neurosurgical  aspect,  but  they  need  to  be 
emphasized  often.  On  the  Professor’s  wall  are 
numerous  pictures  of  prominent  neurosurgeons, 
some  from  America,  and  most  with  various  ex- 
pressions of  endearment  directed  to  the  Profes- 
sor. He  asked  me  to  send  mine,  along  with  a 
certain  type  of  aneurysm  clip  which  he  can’t 
get.  I have  sent  a supply  of  the  clips,  but  I 
believe  I won’t  send  my  picture.  The  Soviet 
system  is  still  essentially  evil  and  the  members 
of  the  Communist  Party,  whatever  their  inciden- 
tal profession,  believe  in  nothing  except  their 
own  power  and  privilege.  A small  few  of  my 
countrymen  have  forgotten  this;  a smaller  few 
perhaps  believe  that  if  they  can  assist  the  “wave 
of  the  future”  they  will  acquire  the  positions  of 


power  and  privilege.  It  would  be  a broadening 
experience  for  some  of  the  more  militant  mem- 
bers of  “Students  for  a ‘Democratic’  Society”  if 
they  could  make  the  trip  I made.  According  to 
Edgar  Ploover  this  group  is  supported  by  the 
Communist  Party.  The  naive  believe  that  if  the 
Russian  people  did  not  approve  of  the  system 
they  would  change  it.  I am  sure  those  neuro- 
surgeons could  not  change  the  part  in  their  hair 
unless  the  Professor  approved.  The  Professor 
was  courteous  to  me,  but  he  is  a member  of  the 
Communist  Party.  It  is  essential  to  distinguish 
that  group  from  the  people  of  Russia.  When  I 
was  driven  in  from  the  Moscow  Airport  in  that 
20-below  weather,  the  driver  of  the  cab  took  his 
coat  off  and  tried  to  put  it  around  my  shoulders. 
When  I was  leaving  Moscow,  the  hotel  doorman 
carried  my  bags  to  the  car  and,  when  I tried  to 
put  twenty  kopecks  into  his  hand,  he  waved  me 
off  with  a big  smile  and  said,  “Nixie  Capitalist.” 
He  would  not  take  that  tip.  Such  people  deserve 
better  than  the  system  which  has  been  imposed 
upon  them. 

We  must  never  forget  that  the  Communists 
fear  the  people  and  the  truth  — recall  the 
measures  they  took  in  Czechoslovakia  last  Aug- 
ust when  the  people  and  the  truth  began  to 
emerge  just  a little.  There  is  no  place  for  honor 
in  the  Communist  Party,  and  we  will  get  along 
better  if  we  never  forget  that  simple  fact.  We 
must  be  equally  prudent  about  applying  that 
label  indiscriminately  to  our  fellow  Americans. 

My  primary  trip  was  to  India,  an  unbelievable 
country  of  desperate  poverty  and  overwhelming 
problems.  I must  say,  however,  that  life  seemed 
more  attractive  there  than  in  the  Soviet  Union. 
Material  possessions  are  limited  but  freedom  is 
not.  Someday  soon,  it  appears  that  these  teem- 
ing millions  of  India  will  be  making  a definitive 
choice  between  us  and  the  Communists.  The 
state  of  Kerala  in  South  India  has  already  elected 
a Communist  government.  Somehow  we  must 
help  to  prevent  the  great  fraud  of  Lenin  from 
descending  upon  them  and  the  rest  of  the  world. 
Somehow,  before  it  is  gone,  we  must  show  them 
that  freedom  is  their  most  precious  possession. 


GERALD  D.  DORMAN,  M.D.,  PRESIDENT-ELECT  OF  THE  AMERICAN  MEDICAL  ASSO- 
CIATION, WILL  BE  PARTICIPATING  IN  OUR  1969  ANNUAL  MEETING. 

PLAN  TO  ATTEND.  APRIL  22-26,  1969. 
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STANLEY  COHEN,  M.D. 
BOYDEN  L.  CROUCH,  M.D. 


PHILIP  E.  DEW,  M.D. 

GERALD  D.  DORMAN,  M.D. 
THEODORE  DRAPANAS,  M.D. 
MILTON  DWORIN,  M.D. 

JOHN  R.  GREEN,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HELME,  M.D. 
MARK  M.  KARTCHNER,  M.D. 


ARIZONA  MEDICINE 


"THE  DRUG  PACKAGE  INSERT:  WHAT  IT  IS  AND  ITS  LEGAL  IMPLICATIONS  IN  MALPRACTICE  SUITS" 
"DISEASES  OF  THE  VULVA" 

"THE  DIFFERENTIATION  OF  IMMEDIATE  AND  DELAYED  HYPERSENSITIVITY" 

"ACUTE  NECK  AND  BACK  TRAUMA:  ORGANIC  VS.  FUNCTIONAL  SYMPTOMS" 

"A  SPECTRUM  OF  INTESTINAL  ISCHEMIA"  "BRONCHIAL  BRUSH  BIOPSY" 

"THE  NATURE  AND  GENESIS  OF  ALLERGIC  RESPIRATORY  DISEASES  (ALLERGIC  RHINITIS  AND 
ERONCHIAL  ASTHMA)" 

"CONTINUING  EDUCATION  AND  THE  PHYSICIAN  IN  ARIZONA" 
"THE  HAND  - A MIRROR  OF  DISEASE"  "HIATUS  HERNIA  AND  HYPERACIDITY" 

"MANAGEMENT  OF  CHRONIC  EAR  DISEASE" 

"THE  USE  OF  ISOTOPES  IN  THE  DIAGNOSIS  OF  KIDNEY  AND  URINARY  TRACT  DISEASE" 
"SOME  ADVERSE  EFFECTS  OF  DRUG  INTERACTIONS  DURING  ANESTHESIA  AND  OPERATION" 

"TRANSPLANTATION  OF  THE  LIVER,  PANCREAS  AND  KIDNEY" 
"THE  EFFECT  OF  FAMILY  PLANNING  ON  MATERNAL  AND  CHILD  HEALTH" 

"TRENDS  IN  THE  FUTURE  OF  SURGICAL  RESIDENCY  TRAINING" 
"EMPHYSEMA  AND  CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE" 

"ACUTE  AND  CHRONIC  OTITIS  MEDIA" 
"SUPERFICIAL  FUNGUS  INFECTIONS  IN  ARIZONA"  "THE  USE  OF  DIGITALIS  AND  DIURETICS" 


BE  SURE  TO  READ  MARCH  ARIZONA  MEDICINE 
FOR  THE  DETAILED  PROGRAM 


SEYMOUR  KOLKO,  M.D. 
HOWARD  M.  KRAVETZ,  M.D. 
CLARENCE  R.  LAING,  M.D. 
RICHARD  T.  McDONALD,  M.D. 
RICHARD  C.  MILLER,  M.D. 
CHARLES  M.  NICE,  M.D. 
DAVID  PENT,  M.D. 

HERSCHEL  RICHTER,  M.D. 
DANIEL  C.  RIORDAN,  M.D. 


JORGEN  U.  SCHLEGEL,  M.D. 
ARNOLD  L.  SERBIN,  M.D. 
ROBERT  D.  SPARKS,  M.D. 
HAROLD  G.  TABB,  M.D. 
HUGH  C.  THOMPSON,  M.D. 
JOHN  J.  WALSH,  M.D. 
ERWIN  WITKIN,  M.D. 
DONALD  J.  ZIEHM,  M.D. 
MORTON  ZISKIND,  M.D. 
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WIN 


A VACATION  FOR  TWO 
ONE  WEEK  IN  JUNE 


v v 

; DEWEY  DOMINICK,  M.D.  f 

V v 

% YALE  ’30  (A  GENERAL  PRACTITIONER  IN  CODY  DURING  THE  'f 

* WINTER  MONTHS)  AND  HIS  WIFE  LEE  (SMITH  ’28)  WITH  i 

* THEIR  FIVE  CHILDREN  AND  ONE  DAUGHTER-IN-LAW,  OWN  * 

AND  RUN  THE  7-D  CATTLE  & GUEST  RANCH  LOCATED  IN  *j‘ 

* THE  HEART  OF  THE  SHOSHONE  NATIONAL  FOREST.  THEY  * 

| ARE  GENEROUSLY  OFFERING  TO  SOME  LUCKY  ARIZONA  % 

X COUPLE  A CAREFREE,  ALL-EXPENSE-PAID  VACATION  AT 

% THEIR  RANCH,  WHICH  IS  ABOUT  50  MILES  NORTHWEST  OF  * 

* CODY  AT  AN  ELEVATION  OF  6800  FEET.  $. 


m *’♦  ♦>  *:«  ♦:«  m *:♦  •>  ♦’< 


►%  M M M ♦>  A M M V* 


FRONTIER  AIRLINES 
WILL  FLY  THE  LUCKY  COUPLE  TO  CODY  AND  BE  MET  BY 
DR.  DOMINICK  HIMSELF  WHO  WILL  TRANSPORT  THE 
COUPLE  THROUGH  THE  SPRUCE  AND  PINE  FOREST  TRAILS 
TO  SECLUDED  SUNLIGHT  VALLEY.  ACCOMMODATIONS  IN- 
CLUDE A COMFORTABLE  LOG  CABIN  WITH  PRIVATE  BATH. 
HOME-COOKED  MEALS,  PROVIDED  FROM  THE  DAIRY  AND 
GARDEN  PRODUCE  OF  THE  RANCH,  ARE  SERVED  IN  THE 
LODGE  DINING  ROOM  WHERE  AS  MANY  AS  THIRTY  OTHER 
GUESTS  MEET  FOR  MEALS. 


♦J. 

RANCH  LIFE  IN  SUNLIGHT  VALLEY  * 

APPEALS  TO  ALL  AGES  AND  INTERESTS.  FOR  THOSE  WHO  WISH  REST  AND  RELAX-  * 

v 

ATION,  THE  RANCH  ADAPTS  ITSELF  TO  QUIET  AND  COMFORT.  FOR  THE  MORE  ❖ 

* 

ENERGETIC,  THERE  ARE  CHALLENGING  ACTIVITIES;  ALL-DAY  RIDES  WITH  COOK  * 
OUTS;  MOUNTAIN  CLIMBS;  HUNTS  FOR  INDIAN  ARTIFACTS;  HELPING  TO  MOVE 
THE  CATTLE  FROM  ONE  GRAZING  AREA  TO  ANOTHER;  TRAP  SHOOTING;  SQUARE  ❖ 
DANCES.  A 


* FISHING: 

* GOOD  TROUT  FISHING  IN  SUNLIGHT  CREEK  WHICH  RUNS 
| FOR  A MILE  THROUGH  THE  RANCH  PROPERTY  IS  A FEW 
*|*  MINUTES  WALK  FROM  THE  CABINS.  OTHER  TROUT  FISHING 

* STREAMS  AND  LAKES  ARE  ACCESSIBLE  BY  HORSEBACK  AND 

* FOUR-WHEEL  DRIVE  VEHICLES.  IF  A GUEST  IS  READY  FOR 

£ A RUGGED  CLIMB,  HE  CAN  FISH  FOR  ELUSIVE  GOLDEN 

•>  TROUT  IN  A BEAUTIFUL  LAKE  AT  10,000  FEET. 

♦> 


RIDING: 

WITH  A REMUDA  OF  OVER  40  WEST- 
ERN HORSES  TO  CHOOSE  FROM, 
EACH  GUEST  IS  ASSIGNED  A HORSE 
BEST  SUITED  FOR  HIM.  EXPERI- 
ENCED WRANGLERS  GIVE  SPECIAL 
ATTENTION  AND  OFFER  INSTRUC- 
TION TO  BEGINNERS  AND  CHIL- 
DREN. GUESTS  MAY  RIDE  BOTH 
MORNING  AND  AFTERNOON.  MOON- 
LIGHT RIDES  ARE  ARRANGED. 


WOULD  YOU  LIKE  AN  ALL-EXPENSE-PAID  VACA- 
TION THIS  SUMMER  IN  ONE  OF  THE  MOST 
BEAUTIFUL  AND  SECLUDED  AREAS  OF  COOL, 
COOL  WYOMING  ? 


* 

HOW  CAN  YOU  WIN  THIS  VACATION? 

* YOUR  COUNTY  WOMAN’S  AUXILIARY  SOCIETY  AMA-ERF  CHAIRMAN  HAS  THE  BOOKS  OF  CHANCES  AND  IS  EAGER  TO  SERVE  YOU.  YOUR  \ 

* CONTRIBUTION  OF  $1.00  PER  TICKET  OR  $10.00  PER  BOOK  GIVES  YOU  THE  CHANCE  FOR  A FREE  AND  MEMORABLE  VACATION.  THE 

* MONEY  YOU  CONTRIBUTE  GOES  TO  AMA-ERF  TO  BE  DISTRIBUTED  TO  THE  BIO  MEDICAL  RESEARCH  INSTITUTE  AND  TO  THE  UNIVERSITY  ! 

* OF  ARIZONA  COLLEGE  OF  MEDICINE.  THEY  NEED  OUR  SUPPORT!  ' 

A 


WE  CAN  ! WILL  WE  ? IT'S  UP  TO  YOU  ! 


ARIZONA  MEDICINE 


Future 
Medical  Meetings 


1969  NATIONAL  MEDICOLEGAL 
SYMPOSIUM 

Jointly  Sponsored  by 

AMERICAN  MEDICAL  ASSOCIATION 

and 

AMERICAN  BAR  ASSOCIATION 

March  13,  14,  15,  1969 
Las  Vegas,  Nevada 
CAESARS  PALACE 

PROGRAM 

Thursday  Afternoon: 

WHO  WANTS  TO  PAY  UNNECESSARY  TAXES?  — THE 
CASE  FOR  PLANNING: 

Richard  H.  Forester,  Esq.;  John  R.  Cohan,  Esq.;  Carl  A. 
Statsman,  Jr.,  Esq.;  Seymour  Brockman,  M.D.;  Wilbur 
Bailey,  M.D.;  and  William  F.  Quinn,  M.D. 

RISKS  AND  REWARDS  OF  PROFESSIONAL 
CORPORATIONS: 

Jule  M.  Hannaford,  Esq. 

Friday  Morning: 

GETTING  AWAY  WITH  MURDER!  — A Medicolegal  Vig- 
nette: John  W.  Miner,  Esq.;  Wilbur  Littlefield,  Esq.; 
Richard  O.  Myers,  M.D.;  and  Melvin  L.  Sommers,  M.D. 
DISABILITY  - WHAT  KIND  AND  HOW  MUCH? 

Workmen's  Compensation:  Edmund  D.  Leonard,  Esq. 
Civil  Litigation:  Samuel  Langerman,  Esq. 

Doctor  in  the  Middle:  David  Fisher,  M.D. 

Friday  Afternoon: 

LIFE,  DEATH  AND  HUMAN  TRANSPLANTATION: 

Don't  Tie  the  Hands  of  Medical  Innovators  — A Trans- 
plant Surgeon's  View:  David  H.  Hume,  M.D. 

The  Patient  Must  Always  Come  First  — An  Internist's 
View:  Elliot  Corday,  M.D. 

Today's  Law  and  Its  Problems:  Blair  L.  Sadler,  Esq. 
A Legal  Solution:  E.  Blythe  Stason,  Esq. 

Saturday  Morning: 

HOW  TO  AVOID  MALPRACTICE  LIABILITY: 

What  Every  Physician  Should  Know  — Key  Rules  of 
Malpractice  Liability:  William  F.  Martin,  Esq. 

Why  Some  Physicians  Lose  Malpractice  Cases:  Philip 
H.  Manger,  Jr.,  Esq. 

Medical  Accident  Prevention  — Some  Danger  Zones: 
Arthur  J.  Manix,  Jr. 

Can  Legislative  Remedies  Help  Minimize  Claims?:  John 
B.  Dillon,  M.D. 

PRE-TRIAL  SCREENING  OF  MALPRACTICE  CLAIMS  - A 
Medicolegal  Vignette 

The  New  Mexico  Plan  — Act  I:  John  K.  Torrens,  M.D.; 
Eric  Best,  M.D.;  Clifford  Molholm,  M.D.;  Jackson 
Akin,  Esq.;  William  J.  Heck,  Esq.;  and  Pat  Shehan, 
Esq. 

The  Portland  Plan  — Act  II:  J.  Oppie  McCall,  M.D.; 
Robert  H.  Tinker,  M.D.;  Matthew  McKirdie,  M.D.; 
and  Thomas  E.  Cooney,  Esq. 

Registration  Fee:  $40.00. 


1969  ARIZONA  CHEST  DISEASE 
SYMPOSIUM 

PIONEER  INTERNATIONAL  HOTEL 
Tucson,  Arizona 
March  28,  29,  30,  1969 

SYMPOSIUM  PARTICIPANTS: 

Professor  J.  G.  Scadding 
Institute  of  Diseases  of  the  Chest 
Brompton,  London,  England 


Oscar  J.  Balchum,  M.D.,  PhD 
Hastings  Professor  of  Medicine 
University  of  Southern  Calif. 
School  of  Medicine 
Los  Angeles,  California 


John  S.  Chapman,  M.D. 

Asst.  Dean  & Professor  of  Medicine 
University  of  Texas 
Southwestern  Medical  School 
Dallas,  Texas 


Osier  A.  Abbott,  M.D. 
Professor  of  Thoracic  Surgery 
Emory  University 
Atlanta,  Georgia 


John  Rankin,  M.D. 

Rennebohm  Professor  of  Medicine 
University  of  Wisconsin 
Medical  Center 
Madison,  Wisconsin 

Registration:  $15.00  (includes  two  luncheons). 
No  registration  fee  will  be  charged  for  med- 
ical students,  interns  or  residents. 
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thanks  to 


SODIUM® 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . , . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (M  gr.)  to  30  mg.  (}A  §r-)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (A  gr.). 

30  mg.  (34  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (14  gr.),  30  mg.  {y2  gr.). 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa, 


( McNEII 


Ms 
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Avoids  constipation. 


an  antacid  formulated  especially 
for  the  constipation-prone  patient 

• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/ bedridden/  debilitated /seden- 
tary/pregnant/elderly/ on  a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 

• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 

to  dose  reduction. 


introducing  new 

GELUSItM 

■ 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 
250  mg.  aluminum  hydroxide  (Warner-Chilcott) 
200  mg.  magnesium  hydroxide 

*U.S.  Potent  No.  3,326,755 

a consistent  buffering 
anticostivet  antacid 

tAvoids  constipation. 


See  next  page  for  prescribing  information 


■p 

GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusil  -M  Liquid 


Gelusir  Tablets 


especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


heavenly  relief 
for  unearthly  cough 


Benyliri 

EXPECTORANT 


ARTR 


Each  fluidounce  contains:  80  mg. 
Benadryl®  ( diphenhydramine 
hydrochloride,  Parke-Davis); 
1 2 grains  ammonium  chloride; 

5 grains  sodium  citrate; 
2 grains  chloroform;  1/10  grain 
menthol;  and  5%  alcohol. 
An  antitussive  and  expectorant  for 
control  of  coughs  due  to  colds  or 
of  allergic  origin,  BEN  Y LIN 
EXPECTORANT  is  the  leading 
cough  preparation  of  its  kind. 
BENYLIN  EXPECTORANT 
tends  to  inhibit  cough  reflex... 
soothes  irritated  throat  membranes. 

And  its  not-too-sweet,  pleasant 
raspberry  flavor  makes  BENYLIN 
EXPECTORANT  easy  to  take. 
PRECAUTIONS:  Persons  who 
have  become  drowsy  on  this  or 
other  antihistamine-containing 
drugs,  or  whose  tolerance  is  not 
known,  should  not  drive  vehicles 
or  engage  in  other  activities  re- 
quiring keen  response  while  using 
this  preparation.  Hypnotics,  seda- 
tives, or  tranquilizers  if  used  with 
BENYLIN  EXPECTORANT 
should  be  prescribed  with  caution 
because  of  possible  additive  effect. 
Diphenhydramine  has  an  atro- 
pine-like action  which  should  be 
considered  when  prescribing 
BENYLIN  EXPECTORANT. 
ADVERSE  REACTIONS:  Side 
reactions  may  affect  the  nervous, 
gastrointestinal,  and  cardiovascu- 
lar systems.  Drowsiness,  dizziness, 
dryness  of  the  mouth,  nausea,  ner- 
vousness, palpitation,  and  blurring 
of  vision  have  been  reported.  Al- 
lergic reactions  may  occur. 
PACKAGING:  Bottles  of  4 oz., 
1 6 oz.,  and  1 gal. 
Parke,  Davis  & Company 
Detroit,  Michigan  48232 


PARKE-DAVIS 


The  first  400  mg.  Trocinate  tablet 
usually  relieves  discomfort 
so  promptly  that 
Diarrhea  ceases  to  be  a bother 


Trocinate  has  no  known  therapeutic  value 
other  than  relaxing  smooth  muscle  by  direct 
action  when  coming  in  contact  with  the  spas- 
tic muscle  cell.  Trocinate  has  none  of  the 
troublesome  side-effects  of  anticholinergic 
drugs.  Trocinate  relieves  the  discomfort  of 
diarrhea  by  decreasing  both  peristalsis  and 
muscle  tone.  Trocinate  is  metabolized  by  the 
body  and  eliminated  in  the  urine  as  harmless 
degradation  products.  Normal  intestinal  func- 
tion is  resumed. 

The  action  of  Trocinate  is  prompt,  making 
the  spacing  of  dosage  easy.  Often  one  or  two 
400  mg.  tablets  are  sufficient  to  control  diar- 
rhea. The  recommended  dosage  in  spasm  of 
the  G.  I.  and  G.  U.  tract  is  400  mg.  q.  4 h. 
A prescription  of  twelve  (12)  400  mg.  tablets 
will,  in  most  cases,  allow  the  patient  to  have 
a few  to  keep  in  reserve. 

Literature  and  samples  available 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
Manufacturers  of  ethical  pharmaceuticals  since  1850 


ACHROMYCIN  V 

TETRACYCLINE 

Contraindications:  Hypersensitivity 
to  tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower 
doses  are  indicated;  during  pro- 
longed therapy  consider  serum 
level  determinations.  Photody- 
namic reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treat- 
ment if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organ- 
isms may  overgrow;  treat  superin- 
fection appropriately.  Tetracycline 
may  form  a stable  calcium  com- 
plex in  bone-forming  tissue  and 
may  cause  dental  staining  during 
tooth  development  (last  half  of 
pregnancy,  neonatal  period,  in- 
fancy, early  childhood). 

Side  Effects:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diar- 
rhea, stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin— maculo- 
papular  and  erythematous  rashes; 
exfoliative  dermatitis;  photosensi- 
tivity; onycholysis,  nail  discolora- 
tion. Kidney—  dose-related  rise  in 
BUN.  Hypersensitivity  reactions— 
urticaria,  angioneurotic  edema, 
anaphylaxis.  Intracranial—  bulging 
fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hy- 
poplasia. Blood— anemia,  thrombo- 
cytopenic purpura,  neutropenia, 
eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medi- 
cation and  treat  appropriately. 


LEDERLE  LABORATORIES 

A Division  of 

American  Cyanamid  Company 
Pearl  River,  New  York  10965 

359-8 
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Suspected  tetracycline-sensitive  infection? 

While  waitingfor  the  results  of  the  sensitivity  test, 
start  the  therapy  likely  to  succeed... 


Although  of  course  it  can’t  replace  routine 
sensitivity  testing,  your  prescription  for 
ACHROM  Y CIN®  V,  in  a way,  provides  the 
ultimate  test  of  therapy  under  rigorous  in  vivo 
conditions. 

Because  ACHROMYCIN5  V is  effective  in 
treating  so  many  common  infections— caused  by 
strains  of  tetracycline-sensitive  organisms— 
doesn’t  stat  dosage  of  this  time-tested  antibiotic 
make  good  sense? 

« 1 — Prescribing  Information 


ACHROMYCIN8  Y 


TETRACYCLINE 

The  price  differential 
is  inconsequential. 


lubadub  lubadul 

His  heart  tells  him  hes  an  invalid. 

You  know  he's  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


nxiety  is  expected  in  the  cardiovascular  patient, 
little  may  even  be  desirable. 

ut  when  anxiety  is  exaggerated  . . . when  it 
terferes  with  sleep  . . . when  it  aggravates 
irdiovascular  symptoms,  your  help  may 
\i  needed. 

aturally,  you’ll  want  to  reassure  the  patient. 

nd  perhaps  prescribe  Equanil  (meprobamate) 
s adjunctive  therapy.  It  helps  relieve  anxiety 
id  tension  specifically,  yet  gently. 

Imost  15  years’  use  has  shown  that  Equanil 
usually  well  tolerated  as  well  as  effective. 

:de  effects  are  generally  limited  to  transient 
"owsiness;  serious,  therapy-interrupting 
de  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  wrth  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 


Equanif 

(meprobamate)  TpSr 


the 


thousandth 


teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 


and  easy-to  take  as  the  first! 


Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste --confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 

action  of  simethicone3. 


Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co.,  Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.  R.:  Arch.  Surg.  93:467  (Sept.)  1 966. 


Mylanta 

#LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 


Wmmm 
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Division/ATLAS  CHEMICAL  INDUSTRIES,  INC./Pasadena,  Calif.  91109 
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Each  10  cc.  vial  provides  as  much  iron  as  2 pints 
of  whole  blood.  And  use  of  IMFERON  rather  than 
whole  blood  for  iron  replacement  eliminates 
the  potential  dangers  of  hepatitis  and  whole  blood 
sensitivity  reactions.  Whole  blood,  of  course, 
should  be  used  if  clearly  indicated. 

IMFERON  dependably  increases  hemoglobin 
and  rapidly  replenishes  iron  reserves— 
for  iron  deficient  patients  in  whom  oral 
iron  is  intolerable,  ineffective  or  impractical, 
and  in  those  who  cannot  be  relied  upon 
to  take  oral  iron  as  prescribed. 

Precise  dosage  is  easily  calculated. 


IN  BRIEF:  ACTION  AND  USES:  A single  dose  of  Imferon  (iron  dex- 
tran  injection)  will  measurably  begin  to  raise  hemoglobin  and  a 
complete  course  of  therapy  will  effectively  rebuild  iron  reserves. 
The  drug  is  indicated  only  for  specifically-diagnosed  cases  of  iron 
deficiency  anemia  and  then  only  when  oral  administration  of  iron 
is  ineffective  or  impractical.  Such  iron  deficiency  may  include: 
patients  in  the  last  trimester  of  pregnancy;  patients  with  gastro- 
intestinal disease  or  those  recovering  from  gastrointestinal  sur- 
gery; patients  with  chronic  bleeding  with  continual  and  extensive 
iron  losses  not  rapidly  replenishable  with  oral  iron;  patients 
intolerant  of  blood  transfusion  as  a source  ol  iron ; infants  with 
hypochromic  anemia;  patients  who  cannot  be  relied  upon  to  take 
oral  iron. 

COMPOSITION:  Imferon  (iron  dextran  injection)  is  a well-tolerated 
solution  of  iron  dextran  complex  providing  an  equivalent  of  50  mg. 
in  each  cc.  The  solution  contains  0.9%  sodium  chloride  and  has 
a pH  of  5.2-6. 0.  The  10  cc.  vial  contains  0.5%  phenol  as  a pre- 
servative. 

ADMINISTRATION  AND  DOSAGE:  Dosage,  based  upon  body  weight 
and  Gm.  Hb/100  cc.  of  blood,  ranges  from  0.5  cc.  in  infants  to 
5.0  cc.  in  adults,  daily,  every  other  day,  or  weekly.  Initial  test 
doses  are  advisable.  The  total  iron  requirement  for  the  individual 
patient  is  readily  obtainable  from  the  dosage  chart  in  the  package 
insert.  Deep  intramuscular  injection  in  the  upper  outer  quadrant 
of  the  buttock,  using  a 2-track  technique  (with  displacement  of 
the  skin  laterally  prior  to  injection),  insures  absorption  and  will 
help  avoid  staining  of  the  skin.  A 2-inch  needle  is  recommended 
for  the  adult  of  average  size. 

SIDE  EFFECTS:  Local  and  systemic  side  effects  are  few.  Staining 
of  the  skin  may  occur.  Excessive  dosage,  beyond  the  calculated 
need,  may  cause  hemosiderosis.  Although  allergic  or  anaphylac- 
toid reactions  are  not  common,  occasional  severe  reactions  have 
been  observed,  including  three  fatal  reactions  which  may  have 
been  due  to  Imferon  (iron  dextran  injection).  Urticaria,  arthral- 
gia, lymphadenopathy,  nausea,  headache  and  fever  have  occa- 
sionally been  reported. 

PRECAUTIONS:  If  sensitivity  to  test  doses  is  manifested,  the 
drug  should  not  be  given.  Imferon  (iron  dextran  injection)  must 
be  administered  by  deep  intramuscular  injection  only.  Inject  only 
in  the  upper  outer  quadrant  of  the  buttock,  not  in  the  arm  or 
other  exposed  area. 

CONTRAINDICATIONS:  Imferon  (iron  dextran  injection)  is  contra- 
indicated in  patients  sensitive  to  iron  dextran  complex.  Since  its 
use  is  intended  for  the  treatment  of  iron  deficiency  anemia  only 
it  is  contraindicated  in  other  anemias. 

CARCINOGENICITY  POTENTIAL:  Using  relatively  massive  doses, 
Imferon  (iron  dextran  injection)  has  been  shown  to  produce  sar- 
coma in  rats,  mice  and  rabbits  and  possibly  in  hamsters,  but  not 
in  guinea  pigs.  The  risk  of  carcinogenesis,  if  any  in  man,  follow- 
ing recommended  therapy  with  Imferon  (iron  dextran  injection) 
appears  to  be  extremely  small. 

SUPPLIED:  2 cc.  ampuls,  boxes  of  10;  5 cc.  ampuls,  boxes  of  4; 
10  cc.  multiple  dose  vials. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 


See  package  insert  for  complete  prescribing  information. 
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tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i,  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide-May induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide'  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol 11  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 

That’s  the  “Buti”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 


You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  *Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  *Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine— Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  Butiserpazide®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / \ 

Before  prescribing  or  administering,  I lVTl^  T T.  I 

see  package  insert.  I X11  ^ x **  J 

1 . Coodley,  E.  L. : Curr.  Therap  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 
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SEMI-ANNUAL 
PREMIUM  RATES 


MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

Serviced  By  . . . 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D.- 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


|§|^ psychiatry  and  neurology 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 
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CUP  HERE 

KEOGH  DATA  SHEET 

ALL  INFORMATION  KEPT  CONFIDENTIAL 

Date 


Name, 


_M.D.  Sex. 


_Date  of  Birth- 


Address City State Zip 

Net  Income  From  Your  Practice  $ - $ $ 

For  1968  For  1967  For  1966 

Do  You  Have  an  Ownership  in  Any  Unincorporated  Trade  or  Business? 

NOTE:  If  your  practice  is  a partnership,  please  attach  separate  information  giving  the  same  data 
as  above  for  each  partner. 

Employees,  If  Any:  Date  of  Date  Full  or 

Name  Sex  Birth  Employed  Salary  Part  Time 
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Pertofranetdesipramine  hydrochloride  patients  under  12  years  old,  and  do 


Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs 
of  the  M.A.O.I.  class  with  Pertofrane. 
Hyperpyretic  crises  or  severe  con- 
vulsive seizures  may  occur; 
potentiation  of  adverse  effects  can  be 
serious  or  even  fatal.  When  sub- 
stituting this  drug  in  patients 
receiving  an  M.A.O.I.,  allow  an 
interval  of  at  least  7 days.  Initial 
dosage  in  such  patients  should  be 
low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning:  Activation  of  psychosis  may 
occasionally  be  observed  in  schizo- 
phrenic patients.  Do  not  use  in 


not  use  in  women  who  are  or  may 
become  pregnant  unless  the  clinical 
situation  warrants  the  potential  risk. 
Precautions:  Careful  supervision 
and  protective  measures  for  poten- 
tially suicidal  patients  are  necessary. 
Discontinuation  of  therapy  or  ad- 
junctive use  of  a sedative  or 
tranquilizer  may  be  necessary  in  the 
presence  of  increased  anxiety  or 
agitation,  hypomania  or  manic  excite- 
ment. However,  phenothiazines  may 
aggravate  the  condition.  Atropine- 

You  decide 


like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible 
patients  and  in  those  receiving  anti- 
cholinergic drugs  (including  anti- 
parkinsonism agents).  Carefully 
observe  patients  with  increased 
intraocular  pressure.  Prescribe 
cautiously  in  hyperthyroid  patients 
and  in  those  receiving  thyroid 
medications.  Cardiovascular  com- 
plications (myocardial  infarction 
and  arrhythmias)  are  potential  risks 
since  they  have  occasionally 
occurred  with  imipramine,  the  parent 


compound,  Desipramine  may  bh 
the  pharmacologic  activity  of 
guanethidine  and  related  adrene 
neuron-blocking  agents.  Hyper- 
tensive episodes  have  been  obs 
during  surgery  in  patients  on 
desipramine  therapy. 

Before  prescribing  the  drug,  th< 
physician  should  be  thoroughly 
familiar  with  prescribing  inform 
with  the  literature,  with  all  adver 
reactions,  with  the  diagnosis  an 
management  of  depression,  anc 
the  relative  merits  of  all  measun 


who  needs  how  muc 


ing  the  condition, 
trse  Reactions:  Dry  mouth, 
tipation,  disturbed  visual  ac- 
nodation,  anorexia,  perspira- 
insomnia,  drowsiness,  dizzi- 
, headache,  nausea,  epigastric 
ass,  and  skin  rash  (including 
losensitization)  may  appear, 
e orthostatic  hypotension  has 
i’rred,  carefully  observe  patients 
iring  concomitant  vasodilating 
upy,  particularly  during  the 
j.l  phases.  Other  adverse  re- 
■!>ns  include  tachycardia,  changes 


in  EEG  patterns,  tremor,  falling, 
mild  extrapyramidal  activity,  neuro- 
muscular incoordination,  epilepti- 
form seizures.  A confusional  state 
(with  such  symptoms  as  hallucina- 
tions and  disorientation)  occurs 
occasionally  and  may  require  re- 
duced dosage  or  discontinuance  of 
therapy.  Rarely,  transient  eosino- 
philia,  slight  elevation  in  trans- 
aminase levels,  transient  jaundice, 
or  liver  damage  have  occurred.  If 
abnormalities  occur  in  liver  function 
tests,  discontinue  drug  and  investi- 


gate. Occasional  hormonal  effects, 
particularly  decreased  libido  or  im- 
potence and  instances  of  gyneco- 
mastia, galactorrhea  and  female 
breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention 
may  occur.  The  drug  should  be  dis- 
continued if  agranulocytosis,  bone 
marrow  depression,  jaundice,  throm- 
bocytopenia, or  purpura  occur. 
Dosage:  25  to  50  mg.  t.i.d.  The  maxi- 
mum daily  dose  is  200  mg.  Continue 
maintenance  dosage  for  at  least  2 
months  after  obtaining  satisfactory 


response.  Generally,  elderly  and 
adolescent  patients  should  be  given 
low  doses. 

Availability:  Pink  capsules  of  25  mg. 
in  bottles  of  100  and  1000. 

(B)  46-530-E 

For  complete  details,  please  see  the 
full  prescribing  information. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


ntidepressant  and  how  much  tranquilizer— 


Pertofrane  can  give  rapid  antidepressant 
action  often  within  3 to  5 days. 

Levels  of  psychomotor  activity,  patient  outlook 
and  related  somatic  complaints  may  improve. 


Pertofrane  is  well  tolerated  by  most  patients 
and  adverse  reactions  are  usually  mild.  A few  serious 
side  effects  have  been  reported  infrequently. 

Consult  full  prescribing  information  before  using. 
It’s  summarized  above. 


Anxious  Depressives... 

May  require  adjunctive  use  of  tranquilizers; 
but  they  don’t  always  fit  ready-made  drug 
combinations.  Isn’t  it  better  for  you  to  decide 
who  needs  how  much  of  which  drugs? 


Choose  Pertofrane  and  pick  your  tranquilizer 
of  choice.  With  this  “combination”,  control  the 
individual  drug  dosage  adjustments  that  may  be 
necessary  for  proper  therapy.  Isn’t  that  the  way  it 
ought  to  be?  Please  remember,  phenothiazine 
tranquilizers  may  aggravate  depression,  and  never 
use  Pertofrane  with  an  MAO  inhibitor. 


PERTOFRANE 

DESIPRAMINE  HYDROCHLORIDE 


Geigy 


FIGHTS  DEPRESSION 


To  help  avert 
chronicity 
in  acute  cystitis 


Although  chronic  cystitis  may  t 
secondary  to  chronic  pyeloni 
phritis  or  prostatitis,  many  cast 
may  result  from  incomplete  trea 
ment  of  a simple,  acute  cystiti 
For  this  reason,  it  is  being  ii 
creasingly  recommended  that  a] 
propriate  antibacterial  theraj 
in  full  dosage  be  maintained  f(  i 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominai  i 
pathogen  is  gram-negative,  usi 
ally  E.  coli;  most  often,  you  wi 
find  Gantanol®  (sulfametho: 
azole)  effective  against  E.  co 
and  other  sensitive  organisms 
gram-positive  and  gram-negath 
—commonly  seen  in  cystitis  an 
other  urinary  tract  infection 
Wide  clinical  usage  of  Gantan< 
has  confirmed  the  efficacy  of  th 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystiti 

The  rapidity  of  bacterial  mu 
tiplication  in  a favorable  urinar 
environment  is  well  knowi 
Prompt  control  of  acute  bladdf 
infection  is  therefore  essenti; 


Before  prescribing,  please  consult  con 
plete  product  information,  a summary  <j 
which  follows: 

Indications:  Acute  and  chronic  urinaii 
tract,  respiratory  and  soft  tissue  infe> 
tions  due  to  susceptible  microorganism 
prophylactically  following  diagnostic  ii| 
strumental  procedures  on  genitourinai: 
tract. 

Contraindicated  in  sulfonamide-sensitiv 
patients,  pregnant  females  at  term,  pn 
mature  infants,  or  newborn  infants  du 
ing  first  3 months  of  life. 

Warnings:  Use  only  after  critical  af 
praisal  in  patients  with  liver  or  ren; 
damage,  urinary  obstruction  or  bloo 
dyscrasias.  Deaths  reported  from  h|i 
persensitivity  reactions,  Stevens-Johnso 
syndrome,  agranulocytosis,  aplastic  an< 
mia  and  other  blood  dyscrasias.  In  closel 
intermittent  or  prolonged  therapy,  bloo 
counts  and  liver  and  kidney  function  tes 
should  be  performed.  Clinical  data  insu 
ficient  on  prolonged  or  recurrent  therap 
in  chronic  renal  diseases  of  children  ur 
der  6 years. 

Precautions:  Occasional  failures  may  o< 
cur  due  to  resistant  microorganisms.  N< 
effective  in  virus  and  rickettsial  infe< 
tions.  Sulfonamides  not  recommende 


lot  only  to  reduce  the  patient’s 
liscomfort  but  to  prevent  chron- 
Ijcity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
irovides  antibacterial  activity 
Lvithin  two  hours  of  the  initial  2- 
Um  dose,  and  subsequent  1-Gm 
loses,  taken  morning  and  eve- 
ling,  maintain  therapeutic  blood 
Lnd  urine  levels  lasting  up  to  12 
iiours.  Significant  symptomatic 
esponse  is  frequently  achieved 
vithin  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
.esponsive  urinary  tract  infec- 
ions.  In  addition,  Gantanol  is 
lsually  well  tolerated.  Should 
prolonged  therapy  be  required, 
he  convenient  b.i.d.  dosage  helps 
o minimize  the  problem  of 
kipped  doses. 

Over  eight  years’  clinical  use 
uas  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
;ood  choice  for  initial  therapy  of 
nost  urinary  tract  infections,  in- 
luding  acute  cystitis. 


,or  therapy  of  acute  infections  caused  by 
uroup  A beta-hemolytic  streptococci.  At 
>resent,  penicillin  is  drug  of  choice  in 
icute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
>roduced  favorable  bacteriologic  conver- 
ion  rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
ts  effect  on  sequelae  of  rheumatic  fever 
ir  acute  glomerulonephritis.  If  other 
reatment  cannot  be  used  and  Gantanol 
ts  employed  in  such  infections,  important 
hat  therapy  be  continued  in  usual  rec- 
munended  dosage  for  at  least  10  days. 
Dbserve  usual  sulfonamide  therapy  pre- 
sautions,  including  adequate  fluid  intake. 
Jse  with  caution  if  history  of  allergies 
ind/ or  asthma.  Follow  closely  patients 
vith  renal  impairment  since  this  may 
:ause  excessive  drug  accumulation.  Need 
or  indicated  local  measures  or  surgery 
hot  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
irug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 
ever,  Stevens-Johnson  syndrome,  skin 
ash,  injection  of  the  conjunctiva  and 
.clera,  petechiae,  purpura,  hematuria  and 
-•rystalluria. 


Gantanol 

(sulfamethoxazole) 

assures  rapii 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


Gantanol  b.i.d. 

(sulfamethoxazole) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 

RICHMOND,  VA.  23220 


AH  ROBINS 


Picture  of 

traumatic  muscle  injury 


treated  with 

Parafon  Forte™^ 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1-2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of  j 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman.  A.  J.:  Fed.  Proc.  H :316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  at.:  Gastroenterology  4-4:146, 
1963.  4.  Berman,  H.  H.,  et  at.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 
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( McNEIL ) 

McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


Medical  Center  OC-tfay  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  R.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


IVIED  AC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 


IVIED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

IVIED  AC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

IVIED  AC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


EE  O Gp 


IVIED  AC —Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MEDAC  MEANS  PROFIT! 

Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 

COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION) 

Phoenix:  261-2718 
Tucson:  624-7361 


ARIZONA  MEDICINE 


PROFESSIONAL 

MANAGEMENT 

SERVICE 


1.  APARTMENTS 

2.  MOTELS 

3.  OFFICE  BUILDINGS 

4.  SHOPPING  CENTERS 


For  Complete  Information  on  our  service 
— Write  or  call 
HOWARD  T.  KELLY,  President 


KELLY  INNS  OF  AMERICA,  INC. 

1332  North  First  Street 
Phoenix,  Arizona  85004 
Telephone  (602)  252-4909 


Tuberculosis?  Influenza? 
Pneumonia?  Leukemia? 
Hodgkin's  Disease?  Syphilis? 
Systemic  Fungal  Diseases? 
Chronic  Chest  Diseases? 


or 


(Histoplasmosis — “The  Masquerader”) 


A new  aid  in  differential  diagnosis 

HISTOPLASMIN,TINE  TEST 

(Rosenthal) 

The  LEDERTINE™  Applicator  with  the  Blue  Handle 
Precautions— Nonspecific  reactions  are  rare,  but 
may  occur.  Vesiculation,  ulceration  or  necrosis 
may  occur  at  test  site  in  highly  sensitive  persons. 
The  test  should  be  used  with  caution  in  patients 
known  to  be  allergic  to  acacia,  or  to  thimerosal 
(or  other  mercurial  compounds). 


Ask  your  representative  for  details  or  write  Medical  Advisory  Dept.. 

Lederle  Laboratories,  Pearl  River,  New  York  10965  . 4 06-8 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

Thomas  F.  Hartley,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

AUDIOLOGY 

R.  Nelson  Miller,  Ph.D.,  A. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

EAR,  NOSE  and  THROAT 
Richard  Zonis,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

James  T.  Chesnut,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTPIODONTIST 

James  C.  Toye,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

RADIOLOGY 

D.  J.  Murry,  M.D. 

M.  Herbert  Nathan,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 
Wilfred  M.  Potter,  M.D. 

DENTISTRY 

Lumone  E.  Millmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

INVITES 

INDUSTRIAL  PRESCRIPTIONS 


your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 


3231  East  McDoweli  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


dJm  ^Scottsdale  call 
Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
1 00  W.  Clarendon  — Phoenix 
Telephone  277-1487 


24-HOUR  AIR  AMBULANCE  SERVICE 


a.  l.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


Cardiologist  trained  in  right  and  left  heart 
catheterization,  coronary  arteriography,  and 
clinical  cardiology  seeks  position  in  cardiac 
catheterization  laboratory  in  Arizona,  Colorado 
or  New  Mexico.  Reply  Box  69-1,  Arizona  Med- 
icine, 4601  N.  Scottsdale  Rd.,  Scottsdale,  Ari- 
zona 85251. 


36-year-old  Board  Certified  General  Surgeon 
F.A.C.S.,  military  obligation  completed,  Ari- 
zona licensed,  U.  S.  citizen,  American  medical 
school  graduate,  at  present  on  faculty  of 
Midwest  medical  school  part-time,  seeks  pri- 
vate practice  association  with  M.D.  or  group 
in  Arizona  leading  to  partnership.  Contact 
James  L.  Bransfield,  M.D.,  6969  North  Lincoln 
Avenue,  Lincolnwood,  Illinois  60645. 


ARIZONA  MEDICINE 


TUCSON  - INTERNAL  MEDICINE  RESIDENCY: 
Newly  approved  3-year  program;  360  bed 
GM&S  hospital  of  which  241  are  assigned  to 
Medical  Service;  affiliation  for  pediatric  and 
female  medicine  at  Davis  Monthan  AFB  Hos- 
pital, Tucson;  affiliation  with  the  new  Uni- 
versity of  Arizona  College  of  Medicine  whose 
faculty  is  responsible  for  supervision  of  the 
program  and  consultation  in  the  subspecialties; 
active  research  service,  full-time  staff  of  1 1 
board  certified  internists;  ECFMG  certificate 
required  for  foreign  graduates  not  engaged  in 
Exchange  Visitors  Program.  Salaries:  first  year 
$6300;  second  year  $6500;  third  year  $7100. 
Contact  Chief  Medical  Service,  VA  Hospital, 
Tucson,  Arizona  85713.  Equal  Opportunity 
Employer. 


WANTED  - OPHTHALMOLOGIST  - Sedona, 
Oak  Creek  Canyon  area.  Practice  established 
ten  years.  Ideal  location  for  first  stage  retire- 
ment. Wish  to  sell  equipment  and  completely 
retire  in  1969.  Well  designed  office  for  lease. 
Moderate  year-round  climate;  scenic.  Call  or 
write:  Kenneth  H.  Benson,  M.D.,  P.  O.  Box 
219,  Sedona,  Arizona  86336.  Telephone  (602) 
282-3661 . 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can't  do. 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A.  H.  Robins  Company,  Richmond,  Virginia  23220 


/FH-ROBINS 


TofightTB- 
find  it  first! 


Make  tuberculin  testing  routine 
with  every  physical  examination. 


TUBERCULIN, TINE  TEST 

" (Rosenthal) 

Side  effects  are  possible  but  rare:  vesiculation,  ulceration,  or  necrosis 
at  test  site.  Contraindications:  none,  but  use  with  caution  in  active 
tuberculosis.  Available  in  5's  and  25's. 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishki 1 1,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Aril. 
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Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 

Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Concentrated  Liquid  or  Powdered 


Soyalac 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio,  U.  S.A. 
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In  childhood 


Warnings:  Lomotil  should  be  used  with  caution  in 
patients  taking  barbiturates  and  with  caution,  if  not 
contraindicated,  in  patients  with  cirrhosis,  advanced 
liver  disease  or  impaired  liver  function. 
Precautions:  Lomotil  is  a Federally  exempt  narcotic 
with  theoretically  possible  addictive  potential  at 
high  dosage;  this  is  not  ordinarily  a clinical  prob- 
lem. Use  Lomotil  with  considerable  caution  in 
patients  receiving  addicting  drugs.  Recommended 
dosages  should  not  be  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children.  Should  ac- 
cidental overdosage  occur,  signs  may  include  severe 
respiratory  depression,  flushing,  lethargy  or  coma, 


hypotonic  reflexes,  nystagmus,  pinpoint  pupihj 
tachycardia;  continuous  observation  is  necessary. 
Adverse  Reactions : Side  effects  reported  with 
Lomotil  therapy  include  nausea,  sedation,  dizziness, 
vomiting,  pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema,  giant  urticaria, 
lethargy,  anorexia,  numbness  of  the  extremities, 
atropine  effects,  swelling  of  the  gums,  euphoria, 
depression  and  malaise.  Respiratory  depression  and 
coma  may  occur  with  overdosage. 

Dosage:  The  recommended  initial  daily  dosages, 
given  in  divided  doses  until  diarrhea  is  controlled, 
are  as  follows: 
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Lactinex 


TABLETS  A GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 

Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1-2-3*4-5-6’7-8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


References: 

(1)  Siver,  R.  H.:  CMD,  21: 109,  September  1954.  (2)  Frykman,  H.  H.:  Minn.  Med., 
38:19-27,  January  1955.  (3)  McGivney,  J.:  Tex.  State  Jour.  Med.,  51:16-18,  January 
1955.  (4)  Quehl,  T.  M.:  Jour,  of  Florida  Acad.  Gen.  Prac.,  15: 15-16,  October  1965. 
(5)  Weekes,  D.  J.:  N.Y.  State  Jour.  Med.,  58:2672-2673,  August  1958.  (6)  Weekes, 
D.  J.:  EENT  Digest,  25:47-59,  December  1963.  (7)  Abbott,  P.  L.:  Jour.  Oral  Surg., 
Anes.,  & Hosp.  Dental  Serv.,  310-312,  July  1961.  (8)  Rapoport,  L.  and  Levine,  W.  I.: 
Oral  Surg.,  Oral  Med.  & Oral  Path.,  20:591-593,  November  1965. 
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A PAVROkli  ACCOUDCIDG 
SVSCEfl)...  that 
puts  time  on  your 


We're  the  bank  that  makes  things  happen,  and  our  computerized,  time- 
saving payroll  accounting  system  can  make  good  things  happen  to  your 
profits. 

Meet  ABACUS,  one  of  Arizona  Bank’s  Automated  Customer  Services, 
designed  to  provide  your  business  with  an  accurate,  efficient  and 
professional-appearing  payroll  system  that’ll  save  you  time  — and  money 
— and  will  consistently  meet  your  payroll  dates. 

We  will  be  happy  to  explain  fully  the  benefits  of  this  modern,  fully 
automated  payroll  system.  Call  Pete  Ladigo  — 262-2224,  Phoenix  or 
Jim  Rauschkolb  at  624-2771  in  Tucson. 
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Priscoline  could  help 

(tolazoline) 


His  moment  has  arrived,  but  Priscoline  can  give  patients 

there’s  one  false  note -peripheral  the  hand  they  need.  It  dilates  periph- 

vascular  disease.  Mittens  may  eral  blood  vessels,  increases 

warm  his  hands,  but  that’s  cold  com-  blood  flow  to  hands  and  feet.  Fre- 

fort.  It’s  not  surprising  he  finds  it  quently  relieves  numbness  and  chill 
hard  to  keep  his  chin  up.  that  often  affect  the  extremities.  And 

Priscoline  helps  patients  get  around 


-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
cian just  the  right  measure  of  relief 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional : nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE 

Careful  individualization 
dosage  is  required. 

T ablets:  Usually  25  mg  4 t ;> 
times  daily  is  sufficient.  If  neces!) 
dosage  may  be  increased  gradual 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Loi'lt 
every  12  hours  will  achieve  the  ss« 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Th 
continuous  action  throughout  the 
night  is  achieved  without  the  neei® 
arising  to  take  additional  medical 


LIED 

Tablets,  25  mg  (white,  scored)  ; 
s of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow; ; 
s of  100. 

vbs®  (long-acting  tablets  ciba) 

lit  complete  literature  before 
'ibing. 


B A 

l Pharmaceutical  Company 
lit,  N.J. 
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BACTERO 


With  the 
broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


STAPHYLOCOCCI 


. . .you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis ) and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polycillin" 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg./ Kg./ day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./5  ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg. /ml.  in  20  ml.  bottles. 

11-1/2/69  A.  H.  F.  S.  Category  8:12.16 
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ANNUAL  MEETING 

We  live  in  a completely  democratic  society 
and  should  give  thanks  daily  for  this  beneficence. 
This  democracy  is  reflected  in  every  facet  of 
our  government  — a fact  which  permits  us  to  be 
one  of  the  very  last  self-ruling  people  of  the 
world.  We,  the  PEOPLE,  are  the  GOVERN- 
MENT. And  so  it  is  with  The  Arizona  Medical 
Association,  Inc. 

The  time  for  the  Annual  Meeting  of  the  As- 
sociation is  again  at  hand.  This  meeting  is  very 
explicitly  defined  and  limited  in  our  Constitu- 
tion and  Bylaws.  Some  things  are  mandatory; 
others  are  optional.  Representation  within  the 
Association  is  specifically  allocated.  Several 
months  of  accumulating  reports,  presentation  of 
resolutions,  and  various  committee  meetings  pre- 
cede the  actual  meeting.  Each  Delegate,  Alter- 
nate Delegate,  Officer,  and  Director  receives  a 
copy  of  each  and  every  report  and  resolution. 
This  report  is  later  condensed  and  presented 
before  the  entire  House  of  Delegates  at  its  first 
session.  Invitation  to  attend  and  participate  in 
the  deliberations  of  the  Reference  Committee 
is  given. 

And  now  we  blow  it! 

The  final  session  of  the  House  of  Delegates 
becomes  a time-consuming  shambles  merely  be- 
cause we  have  neglected  our  “homework”  and 
have  not  read  the  reports  and  resolutions,  or  be- 
cause we  have  been  too  busy  (or  lazy)  to  attend 
the  various  meetings  and  are  consequently  un- 
informed. The  next  6-8  months  are  now  spent 
crying,  “Foul!”  — when  we  have  actually  no 
recriminations  against  anyone  but  ourselves! 

ARIZONA  MEDICINE  welcomes  the  Annual 
Meeting.  The  scientific  program  is  exceptional. 
Reports  have  been  carefully  prepared.  Resolu- 
tions reflect  the  mood  of  the  corporate  body. 
ARIZONA  MEDICINE  asks  only  that  the  vari- 
ous component  County  Societies  fully  inform  and 
instruct  their  delegations  so  that  your  delegates 
may  be  able  to  do  as  you  wish.  Then  our  prog- 
ress will  be  sure,  steady  and  deliberate  and  will 
have  the  direction  which  you  desire  it  to  have. 

Roland  F.  Schoen,  M.D. 

Editor 
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Will 

Novahistine  Elixir 
ever  come  in  a 
fieezee-frostee? 


We're  always  looking  for  ways  to  make 
Novahistine®  Elixir  even  more  appealing  to 
your  young  patients.  After  all.  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

If  you've  ever  sampled  Novahistine  Elixir, 
you  know  that  it  doesn't  have  to  come  in  a 
freezee-frostee  to  get  children  to  take  it.  And 
if  you've  had  any  feedback  from  mothers,  you 
know  they  like  the  effective  way  it  relieves  the 
congestion  associated  with  colds,  allergies  and 
other  upper  respiratory  infections. 


Each  5-ml.  teaspoonful  of  Novahistine 
Elixir  decongestant  contains  phenylephrine 
hydrochloride,  5 mg.;  chlorpheniramine 
maleate,  1 mg.;  chloroform,  13.5  mg.; 
l-menthol.  1 mg.;  sodium  bisulfite 
(preserv.)  0.1%;  and  alchohol,  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention,  Caution  ambu- 
latory patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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FACT  & LEGEND 


LINED  UP  NAKED 

EVERY  MONTH  FOR  INSPECTION 
TO  DETECT  CORPULENCY. 

THE  SPARTANS  WERE  SO  CONCERNED 
WITH  GOOD  PHYSIQUE  THAT  FAT 
CITIZENS  WERE  ASSIGNED 

SPECIAL  EXERCISES! 


The  qA 

4MBo 

/S<* 


YOUR  SECRETARY  will  burn  up 

90  FEWER  CALORIES  PER  DAY,  IF 
SHE  SWITCHES  FROM  A MANUAL  TO 
AN  ELECTRIC  TYPEWRITER. 


INC?  IS  GREATEST  IN  THE  MONTHS: 
JANUARY- FEBRUARY  and  MAY- JUNE 

TST~\  OVERWEIGHT  PEOPLE  , 

ARE  LEAST 
INTERESTED 

IN  DIET  IN  § .Ta'rB- 
5 i •/////  DECEMBER.  J&ksA 


as 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ..  helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS' 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  /W-ROBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/ or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51 .8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5. 6-7. 8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7. 5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4. 4-6. 3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 

^References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 

introducing  new 

GELUSIElM 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,32 6,755 


a consistent  buffering  anticostivet  antacid 

t Avoids  constipation.  ..  . . . 

See  next  page  tor  prescribing  intormation  $ 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Effectiveness:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in 
infections  caused  by  organisms  sensitive  to  the  tetracyclines. 
Contraindication:  History  of  hypersensitivity  to  demethylchlor- 
tetracycline. 

Warning:  In  renal  impairment,  usual  doses  may  lead  to  excessive  ac- 
cumulation and  liver  toxicity.  Under  such  conditions,  lower  than 
usual  doses  are  indicated,  and,  if  therapy  is  prolonged,  serum  level 
determinations  may  be  advisable.  A photodynamic  reaction  to  natural 
or  artificial  sunlight  has  been  observed.  Small  amounts  of  drug  and 
short  exposure  may  produce  an  exaggerated  sunburn  reaction  which 
may  range  from  erythema  to  severe  skin  manifestations.  In  a smaller 
proportion,  photoallergic  reactions  have  been  reported.  Patients 
should  avoid  direct  exposure  to  sunlight  and  discontinue  drug  at  the 
first  evidence  of  skin  discomfort.  Necessary  subsequent  courses  of 
treatment  with  tetracyclines  should  be  carefully  observed. 
Precautions:  Overgrowth  of  nonsusceptible  organisms  may  occur. 
Constant  observation  is  essential.  If  new  infections  appear,  appropri- 
ate measures  should  be  taken.  In  infants,  increased  intracranial  pres- 
sure with  bulging  fontanels  has  been  observed.  All  signs  and  symp- 
toms have  disappeared  rapidly  upon  cessation 
of  treatment. 

Side  Effects:  Gastrointestinal  system-ano- 


You’ve made  it 
one  of  your  specific; 
in  acute  otitis  media 

DECLOMYCIN  acts  against  many  strains  of 
H.  influenzae,  pneumococci  and  streptococci,  thf 
most  common  invaders.  In  otitis  media,  where  it 
is  difficult  to  isolate  the  causative  organism,  this 
coverage  may  be  important.  However,  some  strain 
may  be  resistant  and  other  pathogens  can  be 
involved. 

You’ve  found  the  high  serum  levels  of 
DECLOMYCIN  important,  too.  Its  prolonged  actioi 
permits  convenient  300  mg  b.i.d.  or  150  mg 
q.i.d.  administration. 

When  specimens  are  obtainable,  your  culture 
studies  will  indicate  the  usefulness  of 
DECLOMYCIN. 


rexia,  nausea,  vomiting,  diarrhea,  stomatitis,  glossitis,  enterocolitis 
pruritus  ani.  Skin-maculopapular  and  erythematous  rashes;  a rare1 
case  of  exfoliative  dermatitis  has  been  reported.  Photosensitivity; 
onycholysis  and  discoloration  of  the  nails  (rare).  Kidney— rise  in  BUN, 
apparently  dose-related.  Transient  increase  in  urinary  output,  some-; 
times  accompanied  by  thirst  (rare).  Hypersensitivity  reactions- urti-i 
caria,  angioneurotic  edema,  anaphylaxis.  Teeth-dental  staining  (yel- 
low-brown) in  children  of  mothers  given  this  drug  during  the  latter  half1 
of  pregnancy,  and  in  children  given  the  drug  during  the  neonatal  peri-! 
od,  infancy  and  early  childhood.  Enamel  hypoplasia  has  been  seen  in; 
a few  children.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue; 
medication  and  institute  appropriate  therapy.  Demethylchlortetra-; 
cycline  mayform  a stable  calciumcompiexinanybone-formingtissue; 
with  no  serious  harmful  effects  reported  thus  far  in  humans. 

Average  Adult  Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d.  Should 
be  given  1 hour  before  or  2 hours  after  meals,  since  absorption  is 
impaired  by  the  concomitant  administration  of  high  calcium  content 
drugs,  foods  and  some  dairy  products.  Treatment  of  streptococcal 
infections  should  continue  for  10  days,  even  though  symptoms  have 
subsided. 

Capsules:  150  mg;  Tablets:  film  coated,  300 
mg,  150  mg  and  75  mg  of  demethylchlortetra- 
cycline HCI.  3988 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE 


LEDERLE  LABORATORIES,  A Division  of 
American  Cyanamid  Company,  Pearl  River,  New  York 


Syntex  announces 

New  hormone  ratio 
Inlow-dosa^e 

oral  contraception 


(noreth indrone  1 mg  with  mestranol  0.08  mg) 


regimens 


of  advertisement 


norethindrone  I mg  with 


mcstranol  0.08  mg) 


woman. 


Oral  contraceptives  are  different  because 
women  are  different. 

Just  being  secure  in  the  knowledge  that 
her  oral  contraceptive  is  effective  is  not 
enough.  She  also  wants  to  be  secure  in  the 
knowledge  that  her  oral  contraceptive  is 
right  for  her. 

Now  you  have  a new  choice  in  prescrib- 
ing a low-dosage  oral  contraceptive. 

Norinyl  1 — (—  80  is  a new  combination, 
consisting  of  1 milligram  norethindrone 
and  a slightly  increased  amount  of  mes- 
tranol  (80  micrograms  instead  of  the  usual 
50) . This  important  adjustment  may  be  par- 
ticularly suitable  for  her  if  she  requires  a 
slightly  higher  ratio  of  estrogen. 

And  it’s  the  woman  who  must  accept  her 
oral  contraceptive. 

Please  see  last  page  of  advertisement  for 
prescribing  information. 


woman 

X*1mt  irdiinen 

No  matter  how  effective  ^ ^ her  oral  contraceptive  is  . . 

if  she  forgets,  she  loses  the  protection  she’s  striving  for. 

Norinyl®  1+80  gives  her  the  easiest  regimen  choice  possible : 
either  21-day  (3  weeks  on,  1 week  off)  or  28 -day  continuous  therapy  (21  active 
tablets  and  7 placebos).  Both  are  simple  and  regular.  Cycle  days 
are  replaced  by  weekdays  o — the  way  she  lives  her  life. 


iicwMcmorette 

Norinyl  1+80  comes  to  her  in  the  new  Memorette  tablet  dispenser. 
Feminine  and  attractive.  Designed  for  the  modern  woman  who  has  more  on 
her  mind  than  medication.  No  charts  or  calendars  . . .just  the 
beautiful  Memorette  for  her  convenience. 


mammas 


; 


NORINYL & 1 **© 

21-OAY 


Norinyi 

1+80 

(norethindrone  1 mg  with 
mestranol  0.08  mg) 

2I&28 

day  regimens 


CONTRAINDICATIONS 

1.  Patients  with  thrombophlebitis, 
thromboembolic  disorders,  cerebral  apo- 
plexy, or  with  a past  history  of  these  con- 
ditions. 

2.  Patients  with  markedly  impaired 
liver  function. 

3.  Patients  with  known  or  suspected 
carcinoma  of  the  breast. 

4.  Patients  with  known  or  suspected 
estrogen-dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital 
bleeding. 

WARNINGS 

1.  The  physician  should  be  alert  to  the 
earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascu- 
lar disorders,  pulmonary  embolism,  and 
retinal  thrombosis).  Should  any  of  these 
occur  or  be  suspected,  the  drug  should  be 
discontinued  immediately. 

Studies  conducted  in  Great  Britain  and 
reported  in  April  1968  estimate  there  is 
a seven-  to  tenfold  increase  in  mortality 
and  morbidity  due  to  thromboembolic 
diseases  in  women  taking  oral  contracep- 
tives. In  these  controlled  retrospective 
studies,  involving  36  reported  deaths  and 
58  hospitalizations  due  to  “idiopathic” 
thromboembolism,  statistical  evaluation 
indicated  that  the  differences  observed 
between  users  and  nonusers  were  highly 
significant. 

The  conclusions  reached  in  the  studies 
are  summarized  in  the  table  below: 

COMPARISON  OF  MORTALITY  AND 
HOSPITALIZATION  RATES  DUE  TO 
THROMBOEMBOLIC  DISEASE  IN  USERS  AND 
NONUSERS  OF  ORAL  CONTRACEPTIVES 
IN  BRITAIN 


Category 

Mortality  Rates 

Hospitalization 
Rates  (Morbidity] 

Ages  20-34 

Ages  35-44 

Ages  20-44 

Users  of  Oral 
Contraceptives 

1 5/100.000 

3.9/100,000 

47/100,000 

Nonusers 

0.2/100,000 

0.5/100.000 

5/100.000 

No  comparable  studies  are  yet  avail- 
able in  the  United  States.  The  British 
data,  especially  as  they  indicate  the  mag- 
nitude of  the  increased  risk  to  the  in- 
dividual patient,  cannot  be  directly  ap- 
plied to  women  in  other  countries  in 
which  the  incidences  of  spontaneously  oc- 
curring thromboembolic  disease  may  be 
different. 

2.  Discontinue  medication  pending  ex- 
amination if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a 
sudden  onset  of  proptosis,  diplopia  or  mi- 
graine. If  examination  reveals  papillede- 
ma or  retinal  vascular  lesions,  medication 
should  be  withdrawn. 

3.  Since  the  safety  of  oral  contracep- 
tives in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any 
patient  who  has  missed  two  consecutive 
periods,  pregnancy  should  be  ruled  out 
before  continuing  the  contraceptive  regi- 
men. If  the  patient  has  not  adhered  to  the 
prescribed  schedule,  the  possibility  of 
pregnancy  should  be  considered  at  the 
time  of  the  first  missed  period. 

4.  A small  fraction  of  the  hormonal 
agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiv- 
ing these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined 
at  this  time. 


PRECAUTIONS 

1.  The  pretreatment  physical  examina- 
tion should  include  special  reference  to 
breast  and  pelvic  organs,  as  well  as  a Pap- 
anicolaou smear. 

2.  Endocrine  and  possibly  liver  func- 
tion tests  may  be  affected  by  treatment 
with  oral  contraceptives.  Therefore,  if 
such  tests  are  abnormal  in  a patient  tak- 
ing an  oral  contraceptive,  it  is  recom- 
mended that  they  be  repeated  after  the 
drug  has  been  withdrawn  for  2 months. 

3.  Under  the  influence  of  estrogen-pro- 
gestogen preparations,  preexisting  uterine 
fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor, 
such  as  epilepsy,  migraine,  asthma,  car- 
diac or  renal  dysfunction,  require  careful 
observation. 

5.  In  breakthrough  bleeding,  and  in  all 
cases  of  irregular  bleeding  per  vaginam, 
nonfunctional  causes  should  be  borne  in 
mind.  In  undiagnosed  bleeding  per  vagi- 
nam, adequate  diagnostic  measures  are 
indicated. 

6.  Patients  with  a history  of  psychic 
depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depres- 
sion recurs  to  a serious  degree. 

7.  Any  possible  influence  of  prolonged 
oral  contraceptive  therapy  on  pituitary, 
ovarian,  adrenal,  hepatic  or  uterine  func- 
tion awaits  further  study. 

8.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage 
of  patients  on  oral  contraceptives.  The 
mechanism  of  this  decrease  is  obscure. 
For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  oral 
contraceptive  therapy. 

9.  Because  of  the  effects  of  estrogens 
on  epiphyseal  closure,  oral  contraceptives 
should  be  used  judiciously  in  young  pa- 
tients in  whom  bone  growth  is  not  com- 
plete. 

10.  The  age  of  the  patient  constitutes 
no  absolute  limiting  factor,  although 
treatment  with  oral  contraceptives  may 
mask  the  onset  of  the  climacteric. 

11.  The  pathologist  should  be  advised 
of  oral  contraceptive  therapy  when  rele- 
vant specimens  are  submitted. 

ADVERSE  REACTIONS  OBSERVED  IN 
PATIENTS  RECEIVING  ORAL 
CONTRACEPTIVES 

A statistically  significant  association 
has  been  demonstrated  between  use  of 


oral  contraceptives  and  the  following  se- 
rious adverse  reactions: 
Thrombophlebitis 
Pulmonary  embolism 
Although  available  evidence  is  sugges- 
tive of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted 
for  the  following  serious  adverse  reac- 
tions: 

Cerebrovascular  accidents 
Neuro-ocular  lesions,  e.g.,  retinal 
thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are 
known  to  occur  in  patients  receiving  oral 
contraceptives: 

Nausea 

Vomiting 

Gastrointestinal  symptoms  (such  as 
abdominal  cramps  and  bloating) 
Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Edema 

Chloasma  or  melasma 
Breast  changes:  tenderness, 
enlargement  and  secretion 
Change  in  weight  (increase  or 
decrease ) 

Changes  in  cervical  erosion  and 
cervical  secretions 
Suppression  of  lactation  when  given 
immediately  postpartum 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Rise  in  blood  pressure  in  susceptible 
individuals 
Mental  depression 

Although  the  following  adverse  reac- 
tions have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been 
neither  confirmed  nor  refuted: 
Anovulation  post-treatment 
Premenstrual-like  syndrome 
Changes  in  libido 
Changes  in  appetite 
Cystitis-like  syndrome 
Headache 
Nervousness 
Dizziness 
Fatigue 
Backache 
Hirsutism 
Loss  of  scalp  hair 
Erythema  multiforme 
Erythema  nodosum 
Hemorrhagic  eruption 
Itching 

The  following  laboratory  results  may 
be  altered  by  the  use  of  oral  contracep- 
tives: 

Hepatic  function:  Increased 

sulfobromophthalein  and  other  tests 
Coagulation  tests:  Increase  in 

prothrombin  Factors  VII,  VIII,  IX, 
and  X 

Thyroid  function:  Increase  in  PBI  and 
butanol  extractable  protein-bound 
iodine,  and  decrease  in  T'1  uptake 
values 

Metyrapone  test 
Pregnanediol  determination 


5YTMTEX 

SYNTEX  LABORATORIES,  INC, 
PALO  ALTO,  CALIFORNIA  94304 


"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure 
but  in  rest  from  pain.” 

John  Dryden 


Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No,  3 


Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 


gives  your  patient  rest  from  pain 


'B.W.  &.  Co.'  narcotic  products  are  Class  "B1',  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 


JZi  BURROUGHS  WELLCOME  &CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Schuyler  Oct • H £/actured  arm  hacU  is  estimal 


For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  Va  grain 
sedative  dose  of  phenobarbital 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 


A.H.  Robins  Company, 
Richmond,  Va.  23220 


/l-H-DOBINS 


Phenaphen  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital  (14  g r.) , 1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  {2Vz  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  Vz  gr.  (No.  3),  or  1 gr.  (No.  A)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


FOR  UPPKR  RESPIRATORY  ALLERGIES  AND  INFECTIONS 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1, 15  mg.;  phenylpropanolamine  HC1,  15  mg. 

UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY  /1-H'DOBINS 

RICHMOND,  VA.  23220  |\  J 


Is  there  a doctor  in  the  house? 


Yes  indeed,  we  have  a number  of  the  most 
successful.  They’ve  chosen  a Regency  House  home 
because  it  best  meets  a busy  doctor’s  special 
needs  . . . your  needs.  Enjoy  complete  privacy  in  an 
elegant  setting  designed  with  the  spaciousness 
of  a home  rather  than  the  confines  of  an  apartment. 
You’ll  have  these  important  extras,  too:  24-hour 
security  guard  service,  remote-control  covered 
parking,  the  services  of  doormen,  parking  attendants 
and  maids,  a financial  library,  heated  swimming 
pool,  and  even  a Dow  Jones  ticker  tape  machine  in 
the  lobby!  Come,  inspect  beautiful,  new 
Regency  House.  Discover  the  many  ways  this 
luxury  home  on  the  Phoenix  skyline  fulfills  your 
special  requirements!  It’s  ideally  located  near  all 
major  hospitals  and  medical  buildings. 


: legency 
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tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide -May  induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty” of  Butiserpazide  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol  (butabarhital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. ...”' 


That’s  the  uButi”of 


BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient 

Butiserpazide-25  Prestabs®  "Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  "Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  aikalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine -Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido  Usual  Adult  Dosage:  BUTlSERPAZlDE®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / \ 

Before  prescribing  or  administering.  I |\fTr  T T,  I 

see  package  insert.  \ 

1.  Coodley.  E.  L,:  Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 
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How  high  is  the  “index  of  suspicion”  for  E.  coli  in 
urinary  tract  infections? 

Recently  it  has  been  estimated  that  about  86  per 
cent  of  positive  cultures  in  first  attacks  of  urinary  tract 
infection  are  E.  coli1  It  has  been  similarly  noted  that 
“The  coliform  group,  especially  E.  coli,  accounts  for 

approximately  90  per  cent  of  initial  infections ”2 

Consider  wide-spectrum  Gantanol®  (sulfamethoxazole) 
for  its  high  “index  of  confidence”— its  proven 
effectiveness  against  E.  coli  and  other  sensitive  gram- 
negative and  gram-positive  pathogens.  Therapeutic 
levels  of  Gantanol  in  blood  and  urine  are  achieved 
within  2 hours  after  a 2-Gm  starting  dose,  with  ready 
diffusion  into  interstitial  fluids.  Responsive  infections 
generally  clear  within  5 to  7 days,  with  relief  of  symptoms 
usually  seen  within  24  to  48  hours. 

Gantanol  also  earns  its  high  “index  of  confidence” 
because  Gantanol  therapy  is  relatively  free  from  com- 
plications, including  the  problem  of  bacterial  resistance. 
Convenient,  economical  dosage  schedule:  b.i.d. 


^V-v  - . . A 


pm 


Artist's  rendition  of  E.  coli. 

/As  with  most  strains  of  E.  coli,  these  ,k  l| 
have  flagella  and  are  motile.  ” ' M 
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For  a high  index 
of confidence: 


GantanoF 

(sulfamethoxazole) 

in  antibacterial  therapy 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  in- 
fections due  to  susceptible  microor- 
ganisms; prophy lactica I ly  following 
diagnostic  instrumental  procedures 
on  genitourinary  tract. 

Contraindicated  in  sulfonamide-sensi- 
tive patients,  pregnant  females  at 
term,  premature  infants,  or  newborn 
infants  during  first  3 months  of  life. 
Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens- 
Johnson  syndrome,  agranulocytosis, 
aplastic  anemia  and  other  blood  dys- 
crasias. In  closely  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be 
performed.  Clinical  data  insufficient 
on  prolonged  or  recurrent  therapy  in 
chronic  renal  diseases  of  children 
under  6 years. 

Precautions:  Occasional  failures  may 
occur  due  to  resistant  microorga- 
nisms. Not  effective  in  virus  and 
rickettsial  infections.  Sulfonamides 
not  recommended  for  therapy  of  acute 
infections  caused  by  group  A beta- 
hemolytic  streptococci.  At  present, 
penicillin  is  drug  of  choice  in  acute 
group  A beta-hemolytic  streptococcal 
infections;  although  Gantanol  (sulfa- 
methoxazole) has  produced  favorable 
bacteriologic  conversion  rates  in  this 
infection,  data  insufficient  on  long- 
term follow-up  studies  as  to  its  effect 
on  sequelae  of  rheumatic  fever  or 
acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and 
Gantanol  is  employed  in  such  infec- 
tions, important  that  therapy  be  con- 
tinued in  usual  recommended  dosage 
for  at  least  10  days.  Observe  usual 
sulfonamide  therapy  precautions,  in- 
cluding adequate  fluid  intake.  Use 
with  caution  if  history  of  allergies 
and/or  asthma.  Follow  closely  pa- 
tients with  renal  impairment  since 
this  may  cause  excessive  drug  accu- 
mulation. Need  for  indicated  local 
measures  or  surgery  not  obviated  in 
localized  infections. 

Adverse  Reactions:  Depending  upon 
the  severity  of  the  reaction,  may  with- 
draw drug  in  event  of  headache, 
nausea,  vomiting,  urticaria,  diarrhea, 
hepatitis,  pancreatitis,  blood  dys- 
crasias, neuropathy,  drug  fever, 
Stevens-Johnson  syndrome,  skin  rash, 
injection  of  the  conjunctiva  and  sclera, 
petechiae,  purpura,  hematuria  and 
crystalluria. 

References:  1.  Vernier,  R.  L.,  in  Patient  Care 
Feature:  Patient  Care,  1: 20  (Feb.)  1967.  2.  Bee- 
son, P.  B.:  “The  Infectious  Diseases,"  in  Bee- 
son, P.  B.,  and  McDermott,  W.  (eds.):  Cecil-Loeb 
Textbook  of  Medicine,  ed.  12,  Philadelphia, 
W.  B.  Saunders  Company,  1967,  p.  230. 
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May  be  habit-forming)  and  10  mg.  phenyltoloxamine,  both  as  cation 
exchange  resin  complexes  of  sulfonated  polystyrene. 

Class  B narcotic  — oral  Rx  where  state  laws  permit. 

indications  : Coughs  associated  with  respiratory  infections 
including  chronic  sinusitis,  colds,  influenza,  bronchitis,  and  cough 
resulting  from  measles,  pulmonary  tuberculosis,  bronchiectasis, 
and  bronchogenic  carcinoma. 

* dosage:  Adults:  1 teaspoonful  (See.)  or  tablet  every  8-12  hours. 
Children:  Under  1 year:  1/4  teaspoonful  every  12  hours. 

From  1-5  years:  1/2  teaspoonful  every  12hours.  Over  5 years: 

1 teaspoonful  every  12  hours. 

s>-  e effects:  May  include  mild  constipation,  nausea,  facial 

pi  -tus,  ot  drowsiness/ 

complete  detailed  information,  refer  to  package  insert  or 

official  brochure. 
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SPECIAL 

GUEST 

FACULTY 


THEODORE  C.  BEDWELL,  JR.,  M.D. 

Chief  Medical  Officer,  Bureau  of  Health  insurance,  SSA 

Dr.  Bedwell  will  participate  in  the  Medicare  panel  at  7:30  A.M.  on  Thursday,  April  24,  1969 
in  the  French  Quarter.  He  will  also  present  a paper  entitled  "A  Current  Review  of  Medicare" 
at  9:30  AM.  Thursday,  April  24,  1969  in  Room  A1  in  the  Convention  Center. 


GERALD  DALE  DORMAN,  M.D. 

President-Elect 

American  Medical  Association 

Dr.  Dorman  will  address  the  House  of  Delegates  at  2:00  PM.  on  Tuesday,  April  22,  1969  in 
Room  A2  of  the  Convention  Center.  He  will  also  participate  in  the  Medicare  panel  scheduled 
for  7:30  AM.  on  Thursday,  April  24,  1969  in  the  French  Quarter. 


SEYMOUR  KOLKO,  M.D. 

Private  Practice;  Psychiatric  Consultant 
to  State  Department  of  Rehabilitation,  California; 

Clinical  Associate  Professor  — Stanford  School  of  Medicine 

D ~j.'  o comes  to  us  courtesy  of  the  Division  of  Vocational  Rehabilitation  — State  of  Ari- 
zona, cr  :i  will  speak  on  Friday,  April  25  at  2:30  P.M.  in  Room  A1  of  the  Convention  Center. 
His  topic:  c.ase  Momentum,  a New  Concept  in  'Cure'." 


ARIZONA  MEDICINE 


SCHEDULE  OF  AFFAIRS 


TUESDAY  — APRIL  22,  1969 

9:00  A.M.— Board  of  Directors  Meeting  Convention  Center 

12.00  noon— Board  Luncheon  French  Quarter 

1:00  P.M.— Exhibit  Hall  Opens  — Visit  the  Exhibits  — Visit  the  Exhibits 

Registration  Badge  Required  to  Attend  All  Sessions  — Uniformed  Guard 

1:00  P.M.-2.00  P.M.— House  of  Delegates  — First  Meeting  Room  A2  Convention  Center 

2:00  P.M.-3:00  P.M.— General  Session  Opening  Exercises  Room  A2  Convention  Center 

Call  to  Order 

Arthur  V.  Dudley,  Jr.,  M.D. 

Invocation  and  Memorial  Service 

Reverend  Herbert  P.  Landes  — Valley  Presbyterian  Church 
W elcorne 

John  A.  Wilson,  M.D.,  President,  Pima  County  Medical  Society 
Response 

Chauncey  D.  Buster,  M.D.,  President,  Yuma  County  Medical  Society 
Introduction  of  Distinguished  Guests 

B.  L.  Tims,  O.D.,  Mayor,  City  of  Scottsdale 

Gerald  D.  Dorman,  M.D.,  President-Elect,  American  Medical  Association 
Introduction  of  Incoming  President 
Arthur  V.  Dudley,  Jr.,  M.D. 

Presidential  Address 

Richard  O.  Flynn,  M.D. 

3:30  P.M.-4:30  P.M.— Blue  Shield  Annual  Corporate  Body  Meeting  — First  Session.  . . .Room  A2  Convention  Center 


WEDNESDAY  — APRIL  23,  1969 

REFERENCE  COMMITTEE  MEETINGS 

8:00  A.M.-12.00  noon— ArMA  Resolutions  Committee  Room  A2  Convention  Center 

(To  be  followed  by) 

Blue  Shield  Resolutions  Committee  Room  A2  Convention  Center 

8:00  A.M.— ArMA  Articles  & By-Laws  Committee Room  A1  Convention  Center 

12:00  noon— ArMPAC  Board  of  Directors  Luncheon  Lanai  Room 

12.00  noon— Past  Presidents  Luncheon  French  Quarter 

SPORTS  COMPETITION 

12.00  noon— Annual  Golf  Tournament  Tee-Off  Time  Roadrunner  Golf  Resort  — 

7330  North  Pima  Road,  Scottsdale  (formerly  Indian  Bend  Country  Club) 

Green  Fee:  $6.90  includes  one  half  a golf  cart 
1:00  P.M.— Annual  Tennis  Tournament 

Phoenix  Tennis  Center  — 6330  North  21st  Avenue 

1.00  P.M.— Bridge,  Coffee  etc.,  etc.  — Woman’s  Auxiliary  Hospitality  Rooms  150  & 151 

7.00  P.M.— Annual  Reception  North  Poolside 

8:00  P.M.— Annual  Steak  Fry North  Poolside  Lawn 

(Admission  by  Ticket  Only) 

Dress:  Western  or  casual  — featuring  THE  DESERT  CITY  SIX 


THURSDAY  — APRIL  24,  1969 

Approved  for  Category  I Credit  by  the  American  Academy  of  General  Practice 


7:00  A.M.— Breakfast  French  Quarter 

7:30  A.M.-8:45  A.M.— Panel French  Quarter 


Title:  Medicare:  Impact  on  die  practicing  physician;  effect  on  postgraduate  medical  education 
Discussants:  Boyden  L.  Crouch,  M.D.,  Associate  Coordinator,  Arizona  Regional  Medical 
Program;  Gerald  D.  Dorman,  M.D.,  President-Elect,  American  Medical  Association; 
John  J.  Walsh,  M.D.,  Dean,  School  of  Medicine,  and  Coordinator  of  Health  Sciences 
and  Programs,  Tulane  University  School  of  Medicine;  Theodore  C.  Bedwell,  Jr.,  M.D., 
Chief  Medical  Officer,  Bureau  of  Health  Insurance,  SSA. 

Moderator:  Philip  E.  Dew,  M.D.,  Chairman,  Title  XIX  Committee,  Tucson  Community 
Council. 

CONCURRENT  SCIENTIFIC  SESSIONS 

9:00  A. M. -9:30  A.M.— SECTION  I Room  AI  Convention  Center 

Title:  Continuing  Education  and  the  Physician  in  Arizona. 

Speaker:  Boyden  L.  Crouch,  M.D. 

Moderator:  Robert  E.  T.  Stark,  M.D. 

SECTION  II  Room  A2  Convention  Center 

Title:  Acute  and  Chronic  Otitis  Media. 

Speaker:  Harold  Tabb,  M.D. 

Moderator:  Blair  W.  Saylor,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  Diagnosis  and  Prognosis  in  Chronic  Broncho-pulmonary  Disease. 

Speaker:  Morton  M.  Ziskind,  M.D. 

Moderator:  John  P.  Heileman,  M.D. 

9:30  A.M.-10.00  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Room  Al  Convention  Center 

Title:  A Current  Review  of  Medicare. 

Speaker:  Theodore  C.  Bedwell,  Jr.,  M.D. 

Moderator:  Robert  E.  T.  Stark,  M.D. 


MARCH,  1969 


SCHEDULE  OF  AFFAIRS 


THURSDAY  — APRIL  24,  1969 

SECTION  II Room  A2  Convention  Center 

Title:  Aspirin  Sensitivity:  Its  Relation  to  Asthma  and  Nasal  Polyps. 

Speaker:  Milton  Dworin,  M.D. 

Moderator:  Blair  W.  Saylor,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  Surgery  In  The  Stroke  Patient:  A Multi-discipline  Approach. 

Speaker:  Mark  M.  Kartchner,  M.D. 

Moderator:  John  P.  Heileman,  M.D. 

10:30  A. M. -11.00  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Room  A1  Convention  Center 

Title:  Emergency  Health  Services;  a Local,  Regional  and  National  Problem. 

Speaker:  John  Joseph  Walsh,  M.D. 

Moderator:  Robert  E.  T.  Stark,  M.D. 

SECTION  II Room  A2  Convention  Center 

Title:  Management  of  Chronic  Ear  Disease. 

Speaker:  Harold  Tabb,  M.D. 

Moderator:  Blair  W.  Saylor,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  Technique  of  Small  Bowel  Roentgen  Examination. 

Speaker:  Charles  M.  Nice,  M.D. 

Moderator:  John  P.  Heileman,  M.D. 

11.00  A.M.-12.00  noon-CONCURRENT  SESSIONS 

SECTION  I Room  A1  Convention  Center 

Title:  Traumatic  Injuries  to  the  Hand. 

Speaker:  Daniel  Riordan,  M.D. 

Moderator:  Maxwell  S.  MacCollum,  M.D. 

SECTION  II  Room  A2  Convention  Center 

Title:  The  Use  of  Isotopes  in  the  Diagnosis  of  Kidney  and  Urinary  Tract  Disease. 

Speaker:  Jorgen  U.  Schlegel,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  The  Management  of  Angina  Pectoris. 

Speaker:  George  E.  Burch,  M.D. 

Moderator:  Robert  PI.  Bullington,  M.D. 

12:00  noon-l:45  P.M.— Luncheon  Recess  and  Specialty  Society  Luncheons 

American  College  of  Surgeons  — Arizona  Chapter French  Quarter,  Room  2 

Speaker:  Theodore  Drapanas 

Title:  “Trends  in  the  Future  of  Surgical  Residency  Training” 

Western  Orthopedic  Association  Lanai  Room 

Speaker:  Daniel  Riordan,  M.D. 

Title:  “The  Hand  — A Mirror  of  Disease” 

Arizona  Academy  of  General  Practice  — Business  Meeting Kudu  Room 

Arizona  Society  of  Anesthesiologists  French  Quarter,  Room  1 

Speaker:  John  Adriani,  M.D. 

Title:  “Things  That  Surgeons  and  Anesthetists  Fail  To  Do  Which  Are  Difficult  to 
Justify  In  Malpractice  Suits” 


2:00  P.M.-2:30  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A Room  A1  Convention  Center 

Title:  Some  Adverse  Effects  of  Drug  Interactions  During  Anesthesia  and  Operation. 

Speaker:  John  Adriani,  M.D. 

Moderator:  Reginald  J.  M.  Zeluff,  M.D. 

SECTION  B . .Room  A2  Convention  Center 

Title:  Abnormal  Sexual  Development. 

Speaker:  David  L.  Barclay,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 

SECTION  C Room  A3  Convention  Center 

Title:  Chest  Pain  with  or  without  Abnormal  Electrocardiograms  in  Patients 
with  Normal  Coronary  Arteriograms. 

Speaker:  Alberto  Bencliimol,  M.D. 

Moderator:  Robert  H.  Bullington,  M.D. 

2:30  P.M.-3-.00  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A Room  A1  Convention  Center 

Title:  Hiatus  Hernia  and  Hyperacidity. 

Speaker:  Theodore  Drapanas,  M.D. 

Moderator:  Reginald  J.  M.  Zeluff,  M.D. 

SECTION  B Room  A2  Convention  Center 

Title:  Etiology  of  Bladder  Cancer. 

Speaker:  Jorgen  U.  Schlegel,  M.D. 

Moderator:  Wilfred  M.  Potter,  M.D. 

SEC  I ION  C Room  A3  Convention  Center 

Title:  Superficial  Fungus  Infections  in  Arizona. 

Speaker:  Richard  C.  Miller,  M.D. 

Moderator:  Seymour  I.  Shapiro,  M.D. 
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SCHEDULE  OF  AFFAIRS 


THURSDAY  — APRIL  24,  1969 

3:30  P.M.-5:00  P.M.-PANEL  DISCUSSION  SESSION  Room  A2  Convention  Center 

Title:  Emphysema  and  Chronic  Obstructive  Pulmonary  Disease. 

Discussants:  John  Adriani,  M.D.,  Professor  of  Surgery,  and  Director,  Department  of  Anes- 
thesiology, Tulane  University  School  of  Medicine;  Charles  M.  Nice,  M.D.,  Professor  and 
Chairman,  Department  of  Radiology,  Tulane  University  School  of  Medicine;  Arnold  L. 
Serbin,  M.D.,  Director,  Pulmonary  Function  Laboratory,  Director,  Respiratory  Care  Unit, 
St.  Joseph’s  Hospital,  Phoenix;  Morton  M.  Ziskind,  M.D.,  Professor  of  Medicine,  Chief  of 
Pulmonary  Disease  Section,  Tulane  University  School  of  Medicine. 

Moderator:  Howard  M.  Kravetz,  M.D.,  Co-Director,  Pulmonary  Laboratory,  Good  Samaritan 
Hospital. 

6.00  P.M.-7:00  P.M.— SPECIALTY  SOCIETY  AFFAIRS 

Arizona  Chapter,  Case  Western  Reserve  Medical  Alumni  Assn.  Social  Hour Poolside 


7:00  P.M.— Arizona  Medical  Political  Action  Committee  Reception  Convention  Center 

8:00  P.M.— Arizona  Medical  Political  Action  Committee  Banquet  Convention  Center 

FRIDAY  — APRIL  25,  1969 

7:00  A.M.— Breakfast  French  Quarter 

7:30  A.M.-8:45  A.M.— Panel French  Quarter 


Title:  The  Effect  of  Family  Planning  on  Maternal  and  Child  Health. 

Discussants:  David  L.  Barclay,  M.D.,  Professor  of  Obstetrics  and  Gynecology,  Tulane  Uni- 
versity School  of  Medicine;  Clarence  R.  Laing,  M.D.,  Director,  Child  Evaluation  Center, 
Maricopa  County  Health  Department;  David  Pent,  M.D.,  Chairman,  Arizona  Maternal 
Mortality  Study,  Phoenix;  Hugh  C.  Thompson,  Jr.,  M.D.,  President  of  the  American 
Academy  of  Pediatrics. 

Moderator:  Ben  Celniker,  M.D.,  Medical  Director,  Planned  Parenthood  Assn,  of  Phoenix. 

9:00  A. M. -9:30  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I 

Title:  Transplantation  of  the  Liver,  Pancreas  and  Kidnev 
(This  is  a one  hour  session  ending  at  10:00  A.M.) 

Speaker:  Theodore  Drapanas,  M.D. 

Moderator:  William  P.  Cornell,  M.D. 

SECTION  II  

Title:  Anatomy  of  the  Delivery  of  Health  Care. 

Speaker:  Hugh  C.  Thompson,  M.D. 

Moderator:  William  C.  Scott,  M.D. 

SECTION  III  

Title:  The  Use  of  Digitalis  and  Diuretics. 

Speaker:  George  E.  Burch,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 

9:30  A.M.-I0:00  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Room  A1  Convention  Center 

Title:  Transplantation  of  the  Liver,  Pancreas  and  Kidney— continued. 

(This  is  a one  hour  session  starting  at  9:00  A.M.) 

Speaker:  Theodore  Drapanas,  M.D. 

Moderator:  William  P.  Cornell,  M.D. 

SECTION  II Room  A2  Convention  Center 

Title:  Diseases  of  the  Vulva. 

(This  is  a one  hour  session  ending  at  11:00  A.M.) 

Speaker:  David  L.  Barclay,  M.D. 

Moderator:  William  E.  Scott,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  Post  Partal  Heart  Disease. 

Speaker:  John  Joseph  Walsh,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 

10:30  A.M.-1L00  A.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  I Room  A1  Convention  Center 

Title:  The  Differentiation  of  Immediate  and  Delayed  Hypersensitivity. 

Speaker:  Stanley  Cohen,  M.D. 

Moderator:  William  P.  Cornell,  M.D. 

SECTION  II  Room  A2  Convention  Center 

Title:  Diseases  of  the  Vulva— continued. 

(This  is  a one  hour  session  starting  at  9:30  A.M.) 

Speaker:  David  L.  Barclay,  M.D. 

Moderator:  William  C.  Scott,  M.D. 

SECTION  III  Room  A3  Convention  Center 

Title:  Chronic  Active  Hepatitis. 

Speaker:  Robert  D.  Sparks,  M.D. 

Moderator:  William  E.  Bishop,  M.D. 


Room  A I Convention  Center 


Room  A2  Convention  Center 


Room  A3  Convention  Center 
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FRIDAY  — APRIL  25,  1969 

11:00  A.M.-12.-00  noon-CONCURRENT  SESSIONS 

SECTION  I Room  A2  Convention  Center 

Title:  The  Drug  Package  Insert:  What  it  is  and  its  Legal  Implications  in  Malpractice  Suits. 
Speaker:  John  Adriani,  M.D. 

Moderator:  William  A.  Mathews,  M.D. 

11.00  A.M.-1L30  A.M.-SECTION  II Room  A1  Convention  Center 

Title:  Is  the  Fetus  Mature. 

Speaker:  Donald  J.  Zielnn,  M.D. 

Moderator:  John  F.  Currin,  M.D. 

11:30  A. M. -12:00  noon— SECTION  III  Room  A1  Convention  Center 

Title:  Complete  Heart  Block  Complicating  Acute  Myocardial  Infarction;  Treatment  with  a 
wire  electrode  pacemaker. 

Speaker:  Herschel  Richter,  M.D. 

Moderator:  John  F.  Currin,  M.D. 

12:00  noon-l:45  P.M.-LUNCIIEON  RECESS  AND  SPECIALTY  SOCIETY  LUNCHEONS 

Arizona  Society  of  Allergists  Lanai  Room 

Speaker:  Stanley  Cohen,  M.D. 

Title:  Is  There  a Functional,  Nonallergic  Type  of  Vasomotor  Rhinitis? 

Arizona  Surgical  Association  French  Quarter,  Room  1 

American  College  of  Chest  Physicians  — Arizona  Chapter French  Quarter,  Room  2 

Speaker:  Morton  Ziskind,  M.D. 

Title:  Problems  in  the  Diagnosis  and  Management  of  Diffuse  Pulmonary  Diseases. 

2:00  P.M.-2:30  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A Room  A1  Convention  Center 

Title:  A Spectrum  of  Intestinal  Ischemia. 

Speaker:  Richard  T.  McDonald,  M.D. 

Moderator:  Raymond  Grossman,  M.D. 

SECTION  B Room  A2  Convention  Center 

Title:  Fiberoptic  Gastroscopy. 

Speaker:  Robert  D.  Sparks,  M.D. 

Moderator:  John  F.  Currin,  M.D. 

SECTION  C Room  A3  Convention  Center 

Title:  Varieties  of  Bronchial  Asthma  and  Their  Treatment. 

Speaker:  Morton  M.  Ziskind,  M.D. 

Moderator:  Ernest  W.  Smith,  M.D. 

2:30  P.M.-3.00  P.M.-CONCURRENT  SCIENTIFIC  SESSIONS 

SECTION  A Room  A1  Convention  Center 

Title:  Case  Momentum,  a new  concept  in  “Cure.” 

Speaker:  Seymour  Kolko,  M.D. 

Moderator:  Raymond  Grossman,  M.D. 

SECTION  B Room  A2  Convention  Center 

Title:  The  Nature  and  Genesis  of  Allergic  Respiratory  Diseases. 

(Allergic  Rhinitis  and  Bronchial  Asthma) 

Speaker:  Stanley  Cohen,  M.D. 

Moderator:  John  F.  Currin,  M.D. 

SECTION  C Room  A3  Convention  Center 

Title:  Bronchial  Brush  Biopsy. 

Speaker:  Charles  M.  Nice,  M.D. 

Moderator:  Ernest  W.  Smith,  M.D. 

3.30  P.M.-5.00  P.M.— PANEL  DISCUSSION  SESSION Room  A2  Convention  Center 

Title:  Acute  Neck  and  Back  Trauma:  Organic  vs.  Functional  Symptoms. 

Discussants:  Howard  P.  Aidem,  M.D.,  Orthopedic  Surgeon;  T.  Richard  Gregory,  M.D., 
Psychiatrist;  William  B.  Helme,  M.D.,  Neurosurgeon;  Daniel  Riordan,  M.D.,  Clinical 
Professor  of  Orthopedic  Surgery,  Tulane  University  School  of  Medicine;  Harold  Tabb, 
M.D.,  Professor  and  Chairman,  Department  of  Otolaryngology,  Tulane  University  School 
of  Medicine. 

Moderator:  John  R.  Green,  M.D.,  Chairman,  Barrow  Neurological  Institute  of  St.  Joseph’s 


Hospital. 

7:00  P.M.— PRESIDENT’S  RECEPTION  Poolside 

8.00  P.M.— PRESIDENT’S  BANQUET  Convention  Center 


SATURDAY  — APRIL  26,  1969 

8:00  A.M.- 10:00  A.M.— blouse  of  Delegates  — Second  Meeting  Room  2A  Convention  Center 

10:00  A.M.— Recess  — Coffee  available  in  back  of  meeting  room. 

10:30  A.M.— Blue  Shield  — Second  Session  Room  2A  Convention  Center 

12:00  noon— Special  Society  Luncheons  — Arizona  Pediatric  Society  Lanai  Room 

Section  on  Disaster  Medicine  Kudu  Room 

1:00  P.M.— Board  of  Directors  Meeting French  Quarter 
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ARIZONA 

FACULTY 


Howard  P.  Aidem,  M.D.,  Phoenix 

Howard  M.  Kravefz,  M.D.,  Phoenix 

Alberto  Benchimol,  M.D.,  Phoenix 

Clarence  R.  Laing,  M.D.,  Phoenix 

Ben  Celniker,  M.D.,  Phoenix 

Richard  T.  McDonald,  M.D.,  Flagstaff 

Boyden  L.  Crouch,  M.D.,  Phoenix 

Richard  C.  Miller,  M.D.,  Tucson 

Philip  E.  Dew,  M.D.,  Tucson 

David  Pent,  M.D.,  Phoenix 

Milton  Dworin,  M.D.,  Tucson 

Herschel  Richter,  M.D.,  Phoenix 

John  R.  Green,  M.D.,  Phoenix 

Arnold  L.  Serbin,  M.D.,  Phoenix 

T.  Richard  Gregory,  M.D.,  Phoenix 

Hugh  C.  Thompson,  Jr.,  M.D.,  Tucson 

William  B.  Helme,  M.D.,  Phoenix 

Donald  J.  Ziehm,  M.D.,  Phoenix 

Mark  M.  Kartchner,  M.D.,  Tucson 

MARCH,  1969 


WOMAN’S  AUXILIARY 

of  the 

Arizona  Medical 
Association 


39th  Annual  Meeting 


Official  V- 


ocjvant 


WOMAN’S  AUXILIARY 
CONVENTION  SCHEDULE 

TUESDAY,  APRIL  22,  1969 

Registration Lobby  Convention  Center 

WEDNESDAY,  APRIL  23,  1969 

Registration Lobby  Convention  Center 

GOLF  - BRIDGE  - SHOPPING  - REST 
(check  at  registration  desk  for  details) 

7:00  P.M.— Annual  Reception  North  Poolside 

8.00  P.M.— Annual  Steak  Fry  North  Poolside  Lawn 

(Admission  by  Ticket  Only) 

Dress:  Western  or  casual 


YOUR  PRESIDENTS 


MRS.  LEWIS  S.  WINTER 
1968-69 


MRS.  ROBERT  J.  OLIVER 
1969  - 70 


THURSDAY,  APRIL  24,  1969 


9:00  A. M.— Coffee  & Rolls  Breakfast  Kudu  Room 

Hamer  Education  Loan  Committee  Kudu  Room 

Nominating  Committee  Kudu  Room 

10:00  A.M.— Pre-Convention  State  Board  Meeting Kudu  Room 

12:30  P.M.— First  General  Session Biltmore  Hotel 

Luncheon  and  Fashion  Show 


Mrs.  Frederick  Jensen,  Chairman 
Welcome  — Mrs.  Howard  Kimball 
Introduction  of  County  Presidents 
Report  of  Nominating  Committee 
Election  of  Officers 
In  Memoriam 

4.00  P.M.— New  Executive  Board  Meeting 

7:00  P.M.— ArMPAC  Annual  Reception  and 

Dinner  Convention  Center 


FRIDAY,  APRIL  25,  1969 

8:00  A.M.— Incoming-Outgoing  Board  Breakfast  Kudu  Room 

10:00  A.M.— Looking  Ahead  Into  1969  Embassy  Room 

“All  auxiliary  members  need  to  attend” 

12:30  P.M.— Second  General  Session  Camelback  Inn 

Luncheon  — Musical  Presentation 
Mrs.  Robert  Price,  Chairman 
Address  by  National  Officer  — Mrs.  Lyle  Muiphy 
President’s  Report  — Mrs.  Lewis  Winter 
Installation  of  Officers  — Mrs.  Lyle  Murphy 
Acceptance  — Mrs.  Robert  Oliver 
Adjournment  of  Thirty-Ninth  Annual  Meeting 


7:00  P.M.— President’s  Reception  Poolside 

8:00  P.M.— President’s  Banquet Convention  Center 


ARIZONA  MEDICINE 


WIN 


A VACATION  FOR  TWO 

ONE  WEEK  IN  JUNE 


* 


DEWEY  DOMINICK,  M.D. 
YALE  ’30  (A  GENERAL  PRACTITIONER  IN  CODY  DURING  THE 
WINTER  MONTHS)  AND  HIS  WIFE  LEE  (SMITH  ’28)  WITH 
THEIR  FIVE  CHILDREN  AND  ONE  DAUGHTER-IN-LAW,  OWN 
AND  RUN  THE  7-D  CATTLE  & GUEST  RANCH  LOCATED  IN 
THE  HEART  OF  THE  SHOSHONE  NATIONAL  FOREST.  THEY 
ARE  GENEROUSLY  OFFERING  TO  SOME  LUCKY  ARIZONA 
COUPLE  A CAREFREE,  ALL-EXPENSE-PAID  VACATION  AT 
THEIR  RANCH,  WHICH  IS  ABOUT  50  MILES  NORTHWEST  OF 
CODY  AT  AN  ELEVATION  OF  6600  FEET. 


y 

V 

'> 

* 


FRONTIER  AIRUMSS 

WILL  FLY  THE  LUCKY  COUPLE  TO  CODY  AND  BE  JsET  BY 
DR.  DOMINICK  HIMSELF  WHO  WILL  TRANSPORT  THE 
COUPLE  THROUGH  THE  SPRUCE  AND  PINE  FOREST  TRAILS 
TO  SECLUDED  SUNLIGHT  VALLEY.  ACCOMMODATIONS  IN- 
CLUDE A COMFORTABLE  LOG  CABIN  WITH  PRIVATE  BATH. 
HOME-COOKED  MEALS,  PROVIDED  FROM  THE  DAIRY  AND 
GARDEN  PRODUCE  OF  THE  RANCH,  ARE  SERVED  IN  THE 
LODGE  DINING  ROOM  WHERE  AS  MANY  AS  THIRTY  OTHER 
GUESTS  MEET  FOR  MEALS. 


1 »>  *>  ♦>  >:•  •>  •>  •>  •>  .j 


RANCH  LIFE  IN  SUNLIGHT  VALLEY 
APPEALS  TO  ALL  AGES  AND  INTERESTS.  FOR  THOSE  WHO  WISH  REST  AND  RELAX- 
ATION, THE  RANCH  ADAPTS  ITSELF  TO  QUIET  AND  COMFORT.  FOR  THE  MORE 
ENERGETIC,  THERE  ARE  CHALLENGING  ACTIVITIES;  ALL-DAY  RIDES  WITH  COOK 
OUTS;  MOUNTAIN  CLIMBS;  HUNTS  FOR  INDIAN  ARTIFACTS;  HELPING  TO  MOVE 
THE  CATTLE  FROM  ONE  GRAZING  AREA  TO  ANOTHER;  TRAP  SHOOTING;  SQUARE 
DANCES. 


* 


FISHING: 


GOOD  TROUT  FISHING  IN  SUNLIGHT  CREEK  WHICH  RUNS 
FOR  A MILE  THROUGH  THE  RANCH  PROPERTY  IS  A FEW 
MINUTES  WALK  FROM  THE  CABINS.  OTHER  TROUT  FISHING 
STREAMS  AND  LAKES  ARE  ACCESSIBLE  BY  HORSEBACK  AND 
FOUR-WHEEL  DRIVE  VEHICLES.  IF  A GUEST  IS  READY  FOR 
A RUGGED  CLIMB,  HE  CAN  FISH  FOR  ELUSIVE  GOLDEN 
TROUT  IN  A BEAUTIFUL  LAKE  AT  10,000  FEET. 


RIDING: 

WITH  A REMUDA  OF  OVER  40  WEST- 
ERN HORSES  TO  CHOOSE  FROM, 
EACH  GUEST  IS  ASSIGNED  A HORSE 
BEST  SUITED  FOR  HIM.  EXPERI- 
ENCED WRANGLERS  GIVE  SPECIAL 
ATTENTION  AND  OFFER  INSTRUC- 
TION TO  BEGINNERS  AND  CHIL- 
DREN. GUESTS  MAY  RIDE  BOTH 
MORNING  AND  AFTERNOON.  MOON- 
LIGHT RIDES  ARE  ARRANGED. 
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WOULD  YOU  LIKE  AN  ALL-EXPENSE-PAID  VACA- 
TION THIS  SUMMER  IN  ONE  OF  THE  MOST 
BEAUTIFUL  AND  SECLUDED  AREAS  OF  COOL, 
COOL  WYOMING  ? 
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a HOW  CAN  YOU  WIN  THIS  VACATION?  * 


YOUR  COUNTY  WOMAN’S  AUXILIARY  SOCIETY  AMA-ERF  CHAIRMAN  HAS  THE  BOOKS  OF  CHANCES  AND  IS  EAGER  TO  SERVE  YOU.  YOUR 
CONTRIBUTION  OF  $1.00  PER  TICKET  OR  $10.00  PER  BOOK  GIVES  YOU  THE  CHANCE  FOR  A FREE  AND  MEMORABLE  VACATION.  THE 
MONEY  YOU  CONTRIBUTE  GOES  TO  AMA-ERF  TO  BE  DISTRIBUTED  TO  THE  BIO  MEDICAL  RESEARCH  INSTITUTE  AND  TO  THE  UNIVERSITY 
OF  ARIZONA  COLLEGE  OF  MEDICINE.  THEY  NEED  OUR  SUPPORT! 


WE  CAN ! 


WILL  WE  ? 


IT'S  UP  TO  YOU ! 


MARCH,  1969 


78th  ANNUAL  MEETING  — THE  ARIZONA  MEDICAL  ASSOCIATION 

April  22-26,  1969  — Safari  Hotel  — Scotttsdale 

REGISTRATION  AND  OTHER  FEES 

PACKAGE  DEAL  REGISTRATION  $35.00  — Good  for  all  business  sessions  and  two  tickets  for  each 

reception,  steak  fry  and  President's  Banquet. 

BUSINESS  SESSION  ONLY  REGISTRATION  — $10.00  - Good  or  business  session  on  Tuesday,  Wednesday 

and  Saturday.  Tickets  to  Wednesday  night  steak  fry  are 
$15.00  per  couple  extra. 

THURSDAY  ONLY  REGISTRATION  $10.00  — Good  for  attendance  at  scientific  presentations  on  Thursday. 

FRIDAY  ONLY  REGISTRATION  $10.00  — Good  for  attendance  at  scientific  presentations  on  Friday. 

Tickets  to  President's  Banquet  are  $20.00  per  couple  extra. 

THURSDAY  & FRIDAY  BREAKFAST  PANELS  $2.50  EACH  — Registration  is  required  for  attendance  at 

the  Breakfast  Panels. 

THURSDAY  EVENING  ArMPAC  DINNER  - $7.50  - Annual  ArMPAC  Banquet. 

SAVE  MONEY  BY  GETTING  THE  "PACKAGE  DEAL  REGISTRATION",  IT'S  THE  BEST 

BUY! 

CUT  OUT  THE  COUPON  AND  SEND  IT  IN  WITH  YOUR  CHECK 
IF  YOU  HAVEN'T  ALREADY  PRE-REGISTERED 
IT  WILL  SAVE  YOU  MUCH  TIME 


PLEASE  PRE-REGISTER  ME  FOR  THE  1969  ANNUAL  MEETING  OF  ArMA  AS  INDICATED  BELOW: 


Check  Appropriate  Boxes 


□ 

PACKAGE  DEAL  REGISTRATION  for  two 

(includes  two  tickets  to  the  Steak  Fry  & President's  Banquet) 

$35.00 

z 

□ 

PACKAGE  DEAL  REGISTRATION  for  one  .. 

(includes  one  ticket  to  the  Steak  Fry  and  President's 

Banquet) 

..  $25.00 

o 

p 

□ 

BUSINESS  SESSION  ONLY  REGISTRATION  

..  $10.00 

2 

□ 

THURSDAY  ONLY  REGISTRATION  

..  $10.00 

0 

UJ 

Q£ 

□ 

FRIDAY  ONLY  REGISTRATION  

..  $10.00 

□ 

WEDNESDAY  STEAK  FRY  

...per 

person 

$ 7.50 

ae 

□ 

THURSDAY  BREAKFAST  PANEL  - includes  breakfast  . 

..  $ 2.50 

m 

% 

□ 

ArMPAC  DINNER  - Thursday  

...per 

person 

$ 7.50 

09 

□ 

FRIDAY  BREAKFAST  PANEL  - includes  breakfast  

..  $ 2.50 

< 

□ 

PRESIDENT'S  BANQUET  - Friday  

...per 

person 

$10.00 

1"  Add  amounts  relating  to  the  boxes  checked 

< 

MAKE  CHECK  FOR  THE  AMOUNT  OF:  $ 

Please  make  checks  payable  to  the  Arizona  Medical  Association 

PRINT 

NAME:  .....ADDRESS:  

Arizona  Medical  Association  — 4601  North  Scottsdale  Road  — Scottsdale,  Arizona  85251 


ARIZONA  MEDICINE 


Directory 


THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  4601  N.  SCOTTSDALE  ROAD,  SCOTTSDALE,  ARIZONA  85251, 

OFFICERS  AND  DIRECTORS  - 1968-69 


President— Arthur  V.  Dudley,  Jr.,  M.D 

President  Elect— Richard  O.  Flynn,  M.D 

Vice  President— Fred  H.  Landeen,  M.D 

Secretary— John  P.  Heileman,  M.D 

Treasurer— Philip  E.  Dew,  M.D 

Speaker  of  the  House— Charles  E.  Henderson.  M.D... 

Editor-in-Chief— Roland  F.  Schoen,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— William  B.  Steen,  M.D 

Alternate  Delegate  to  AMA— Paul  B.  Jarrett,  M.D 

Alternate  Delegate  to  AMA— Seymour  I.  Shapiro,  M.D. 
Past  President— Arnold  H.  Dysterheft,  M.D 


Bldg.  23,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona 

2210  South  Mill  Avenue,  Tempo,  Arizona 

2222  North  Craycroft  Road,  Tucson,  Arizona 

909  East  Brill  Street,  Phoenix,  Arizona 

5th  and  Alvernon  Streets,  Tucson,  Arizona 

909  East  Brill  Street,  Phoenix,  Arizona 

1023  East  Florence  Blvd.,  Casa  Grande,  Arizona 

2021  North  Central  Avenue,  Phoenix,  Arizona 

116  North  Tucson  Blvd.,  Tucson,  Arizona 

2021  North  Central  Avenue,  Phoenix,  Arizona 

Bldg.  24,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona 
McNary  Hospital,  McNary,  Arizona 


DISTRICT  DIRECTORS 


Central  District— Jack  E.  Brooks,  M.D 

Central  District— James  L.  Grobe,  M.D 

Central  District— Robert  A.  Price,  M.D 

Central  District— Edward  Sattenspiel,  M.D 

Central  District— Woodson  C.  Young,  M.D 

Northeastern  District— Harry  S.  Beckwith,  M.D. 
Northwestern  District— John  J.  Standifer,  M.D.  . . 
Southeastern  District— Deward  G.  Moody,  M.D.  . . 

Southern  District— Everett  Czemy,  M.D 

Southern  District— William  C.  Scott,  M.D 

Southern  District— Hermann  S.  Rhu,  Jr.,  M.D.  . . 
Southwestern  District— Howard  W.  Finke,  M.D, 


2021  North  Central  Ave.,  Phoenix,  Arizona 

2610  West  Bethany  Home  Road,  Phoenix,  Arizona 

3602  North  15th  Avenue,  Phoenix,  Arizona 

333  West  Thomas  Road,  Phoenix,  Arizona 

909  East  Brill  Street,  Phoenix,  Arizona 

East  2nd  & Colorado  Ave.,  Winslow,  Arizona 

412  East  Oak  Street,  Kingman,  Arizona 

711  Morley  Avenue,  Nogales,  Arizona 

Bldg.  18,  Med.  Sq.,  1601  N.  Tucson  Blvd.,  Tucson,  Arizona 

45  N.  Tucson  Blvd.,  Tucson,  Arizona 

5th  and  Alvernon  Streets,  Tucson,  Arizona 

Magma  Copper  Hospital,  Superior,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President— James  Nauman,  M.D., ......1601  N.  Tucson  Blvd.,  Tucson,  Arizona  85716 

President-Elect— Eduardo  Gonzalez  Murguia,  M.D Prisciliano  Sanchez— 1081,  Guadalajara,  Jalisco,  Mexico 

Vice  President— Lucy  A.  Vemetti,  M.D 333  West  Thomas  Road  #207,  Phoenix,  Arizona  85013 

Secretary  for  the  United  States— Elizabeth  Gavitt,  M.D Pima  County  Gen.  Hospital,  2900  S.  6th  Ave.,  Tucson,  Arizona 

Secretary  for  Mexico— Felix  Michel  Alatorre,  M.D Munguia— 316,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  the  United  States— Thomas  H.  Taber,  Jr.,  M.D 2021  North  Central  Avenue,  Phoenix,  Arizona  85004 

Treasurer  for  Mexico— Luiz  Cueva  Niz.,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Executive  Secretary  for  United  States— Mrs.  Virginia  E.  Bryant 333  West  Thomas  Rd.  #207,  Phoenix,  Arizona  85013 

Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Venus  j£51  Sur,  Mazatlan,  Sinaola,  Mexico 


COMMITTEES  1968-69 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.  (McNary);  Karl  L.  Meyer,  M.D. 
(Nogales);  William  B.  Steen,  M.D.  (Tucson). 
BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  George  Boiko,  M.D. 
(Casa  Grande);  William  N.  Chloupek,  M.D.  (Phoenix); 
Philip  E.  Dew,  M.D.  (Tucson);  Merlin  K.  DuVal,  M.D. 
(Tucson). 

EXECUTIVE  COMMITTEE:  Arthur  V.  Dudley,  Jr.,  M.D.,  Chair- 
man (Tucson);  Arnold  H.  Dysterheft,  M.D.  (McNary);  Philip 
E.  Dew,  M.D.  (Tucson);  Richard  O.  Flynn,  M.D.  (Tempe); 
John  P.  Heileman,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
(Tucson). 

GOVERNMENTAL  SERVICES  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Clifton  J.  Alexander,  M.D.  (Tuc- 
son); William  A.  Bishop,  Jr.,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Charles  P.  Dries,  M.D.  (Phoenix); 
Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Stephen  Letour- 
neaux,  M.D.  (Nogales);  Richard  T.  McDonald,  M.D.  (Flag- 
staff); Dermont  W.  Melick,  M.D.  (Tucson);  Albert  J.  Ochsner, 
M.D.;  Wallace  A.  Reed,  M.D.  (Phoenix);  Woodrow  W.  Scott, 
M.D.  (Tempe);  George  A.  Spendlove,  M.D.  (Phoenix);  Dale 
H.  Stannard,  M.D.  (Phoenix);  Keith  R.  Treptow,  M.D.  (Tuc- 
son); Glen  H.  Walker,  M.D.  (Coolidge). 

GRIEVANCE  COMMITTEE:  Arnold  H.  Dysterheft,  M.D.,  Chair- 
man (McNary);  Miguel  A.  Carreras,  M.D.  (Tucson);  Richard 
E.  H.  Duisberg,  M.D.  (Phoenix);  Francis  M.  Findlay,  M.D. 
(San  Manuel);  Richard  G.  Hardenbrook,  M.D.  (Prescott); 
Leo  L.  Lewis,  M.D.  (Winslow);  W.  R.  Manning,  M.D. 
(Tucson);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Roland  F.  Schoen, 
M.D.,  Chairman  (Casa  Grande);  Walter  Brazie,  M.D.  (King- 
man);  John  R.  Green,  M.D.  (Phoenix);  John  W.  Kennedy, 
M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D.  (Tucson);  Jay  L. 
Sitterley,  M.D.  (Flagstaff);  Roy  O.  Young,  M.D.  (Scottsdale). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Stanley  S.  Tanz, 

M.D.,  Chairman  (Tucson);  James  D.  Alway  Jr.,  M.D.  (Phoe- 
nix); William  B.  Haeussler,  M.D.  (Phoenix);  William  R. 
Myers,  M.D.  (Phoenix);  Hal  W.  Pittman,  M.D.  (Phoenix). 


LEGISLATIVE  COMMITTEE:  Arthur  R.  Nelson,  M.D.,  Chairman 
(Phoenix);  Chester  G.  Bennett,  M.D.  (Phoenix);  John  H. 
Caskey,  M.D.  (Flagstaff);  William  J.  Clemans  III,  M.D. 
(Florence);  Carlos  C.  Craig,  M.D.  (Phoenix);  C.  Truman 
Davis,  M.D.  (Mesa);  Richard  O.  Flynn,  M.D.  (Tempe); 
Donald  F.  Griess,  M.D.  (Tucson);  Charles  E.  Henderson, 
M.D.  (Phoenix);  John  P.  Holbrook,  M.D.  (Tucson);  John 
F.  Kahle,  M.D.  (Flagstaff);  William  H.  Lyle,  M.D.  (Yuma); 
John  E.  Oakley,  M.D.  (Prescott);  Robert  J.  Oliver,  M.D. 
(Tucson). 


MEDICAL  ECONOMICS  COMMITTEE:  Ian  M.  Chesser,  M.D., 
Chairman  (Tucson);  Robert  F.  Crawford,  M.D,  (Phoenix); 
Harvey  G.  Brown,  M.D.  (Phoenix);  Richard  S.  Armstrong, 
M.D.  (Tucson);  Kenneth  A.  Dregseth,  M.D,  (Sierra  Vista); 
George  L.  Hoffmann,  M.D.  (Mesa);  Richard  T.  McDonald, 
M.D.  (Flagstaff);  John  G.  McGregor,  Jr.,  M.D.  (Tucson); 
Dermont  W.  Melick,  M.D.  (Tucson);  John  H.  Ricker,  M.D. 
(Phoenix);  Gregory  C.  Smith,  M.D.  (Scottsdale). 


PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Donald 
K.  Buffmire,  M.D.,  Chairman  (Phoenix);  Louis  Hirsch,  M.D. 
(Tucson);  Elvie  B.  Jolley,  M.D.  (Bisbee);  George  H.  Mertz, 
M.D.  (Phoenix);  Jack  I.  Mowrey,  M.D.  (McNary);  Janies  T. 
O’Neil,  M.D.  (Casa  Grande). 


PROFESSIONAL  COMMITTEE:  William  G.  Payne,  M.D.,  Chair- 
man (Tempe);  Robert  J.  Antos,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Robert  I.  Cutts,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  William  B.  Helme,  M.D. 
(Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson);  W.  Shaw 
McDaniel,  M.D.  (Phoenix);  Dermont  W.  Melick,  M.D. 
(Tucson);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson);  Eugene 
Ryan,  M.D.  (Phoenix);  Donald  F.  Shaller.  M.D.  (Phoenix): 
Richard  J.  Toll,  M.D.  (Tucson);  Albert  G.  Wagner,  M.D. 
(Phoenix);  MacDonald  Wood,  M.D.  (Phoenix). 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 
Chairman  (Flagstaff);  Walter  R.  Eicher,  M.D.  (Chandler); 
Richard  O.  Flynn,  M.D.  (Tempe);  C.  Herbert  Fredell,  M.D. 
(Flagstaff);  Don  V.  Langston,  M.D.  (Phoenix);  William  H. 
Lyle,  M.D.  (Yuma);  William  W.  McKinley,  Jr.,  M.D.  (Bis- 
bee);  Jack  I.  Mowrey,  M.D.  (McNary);  Harry  L.  Reger, 
Jr.,  M.D.  (Phoenix);  Roland  F.  Schoen,  M.D.  (Casa  Grande); 
William  C.  Scott,  M.D.  (Tucson);  Philip  D.  Volk,  M.D. 
(Tucson). 

PUBLISHING  COMMITTEE:  Roland  F.  Schoen,  M.D.,  Chairman 
(Casa  Grande);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
Green,  M.D.  (Phoenix);  Felix  F.  Jabczenski,  M.D.  (Tucson); 
Kenneth  E.  Johnson,  M.D.  (Phoenix);  Robert  F.  Lorenzen, 
M.D.  (Phoenix);  William  B.  McGrath,  M.D.  (Phoenix);  Pres- 
ton J.  Taylor,  M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Edward  Sattenspiel, 
M.D.,  Chairman  (Phoenix);  Clifton  J.  Alexander,  M.D. 
(Tucson);  William  E.  Bishop,  M.D.  (Globe);  Daniel 
Bright,  M.D.  (Cottonwood);  John  F.  Currin,  M.D.  (Scotts- 
dale); Milton  S.  Dworin,  M.D.  (Tucson);  T.  Richard  Greg- 
ory, M.D.  (Phoenix);  Raymond  Grossman,  M.D.  (Douglas); 
Rockwell  E.  Jackson,  M.D.  (Tucson);  George  B.  Kent,  Jr., 
M.D.  (Phoenix);  Fred  H.  Landeen,  M.D.  (Tucson);  Philip 
Levy,  M.D.  (Phoenix);  Laurance  M.  Linkner,  M.D.  (Phoenix); 
William  F.  Middleton,  M.D.  (Phoenix);  Arthur  R.  Nelson, 
M.D.  (Phoenix);  Melvin  W.  Phillips,  M.D.  (Prescott);  Wil- 
fred M.  Potter,  M.D.  (Scottsdale);  Blair  W.  Taylor,  M.D. 
(Tucson);  John  S.  Welsh,  M.D.  (Tucson);  Reginald  J.  M. 
Zeluff,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1969-70 

APACHE:  A.  Burgess  Vial,  M.D.,  President,  P.  O.  Box  390, 
Springerville  85938;  Paddy  R.  Garver,  M.D.,  Secretary,  P.O. 
Box  919,  Show  Low. 

COCHISE:  Joseph  Saba,  M.D.,  President,  602  Powell  Street, 
Warren  85642;  David  E.  Glow,  M.D.,  Secretary,  151  Fry 
Blvd.,  Sierra  Vista  85635. 

COCONINO:  David  D.  Smith,  M.D.,  President,  715  N.  Beaver 
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ArMA  Reports 

J 

BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  November  10, 
1968,  in  the  Convention  Center  of  the  Safari  Hotel, 
Scottsdale,  Arizona,  convened  at  10:00  A.M.,  Fred  H. 
Landeen,  M.D.,  Vice  President  and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack 
E.;  Cloud,  Daniel  T.;  Dew,  Philip  E.,  Treasurer;  Dud- 
ley, Jr.,  Arthur  V.,  President;  Dysterheft,  Arnold  PI., 
Past-President;  Finke,  Howard  W.;  Grobe,  James  L.; 
Heileman,  John  P.,  Secretary;  Henderson,  Charles  E.; 
Jarrett,  Paul  B.;  Landeen,  Fred  H.,  Vice  President  and 
Chairman;  Moody,  Deward  G.;  Price,  Robert  A.;  Sat- 
tenspiel,  Edward;  Schoen,  Roland  F.;  Scott,  William  C.; 
Shapiro,  Seymour  I.;  Standrfer,  John  J.;  Steen,  William 
B. 

Counsel:  Mr.  Jacobson,  Edward. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary 
—ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Sec- 
retary — ArMA;  Boykin,  Paul  R.,  Executive  Secretary— 
BOMEX. 

Guests:  Drs.  Hoffmann,  George  L,  Member  — Medi- 
cal Economics  Committee;  Langston,  Don  V.,  ARM- 
PAC  Board  of  Directors;  Wilson,  John  A.,  President  — 
Pima  County  Medical  Society.  Messrs.  Fisher,  Charles, 
President  — ARMADA  Assurance  Agency,  Inc.;  Orth, 
Boyd,  Farmer-Orth  Agency,  Phoenix. 

EXCUSED:  Drs.  Czerny,  Everett  W.;  Flynn,  Rich- 
ard O.,  President-Elect;  Rhu,  Jr.,  Hermann  S.;  Young, 
Woodson  C. 

WELCOME 

A quorum  being  present,  Dr.  Landeen  called  the  meet- 
ing to  order  extending  a cordial  welcome  to  the  guests 
in  attendance  . 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  of  this  Association  held  September  8,  1968. 

ARMPAC  BOARD  OF  DIRECTORS 

In  the  absence  of  John  F.  Kahle,  M.D.,  Chairman  of 
the  Board  of  Directors  of  ARMPAC,  Dr.  Don  V.  Lang- 
ston (Phoenix),  member  of  that  Board,  was  present  and 
reported  in  his  behalf. 

Chauncey  D.  Buster,  M.D.  (Yuma);  William  W.  Mc- 
Kinley, M.D.  (Bisbee);  Mrs.  Robert  J.  Oliver  (Tucson); 
and  Mrs.  Lewis  S.  Winter  (Phoenix);  accepted  appoint- 
ment as  members  of  the  ARMPAC  Board  of  Directors 
for  the  term  1968-69.  RECEIVED. 

Dr.  Langston  expressed  satisfaction  as  regards  results 
of  the  Congressional  Election  pertaining  to  Arizona,  re- 
cently concluded.  Membership  is  reported  slightly  in 
excess  of  six  hundred  and  fifty.  An  annual  Armpac 
Dinner  will  be  scheduled  April  24,  1969,  during  the 
annual  meeting  of  the  Association.  A prominent  na- 
tional speaker  will  be  part  of  the  program,  possibly 
Senator  Dirkson,  of  Illinois,  or  Governor  Reagan,  of 
California.  The  1970  U.  S.  Senate  race  will  be  given 


especial  attention.  Suggestion  was  offered  that  Armpac 
might  better  work  more  closely  with  the  Legislative 
Committee  in  local  state  affairs  for  improved  communi- 
cation. It  is  the  hope  county  medical  societies  will  con- 
tinue joint  billing  in  cooperation  with  Armpac.  RE- 
CEIVED. 

A sum  of  $1,5000.00  appropriated  and  included  in 
the  1969  Budget  (Account:  511  Dues  and  Contribu- 
tions), authorized  paid  to  Armpac  January  next,  to  be 
used  for  “educational  purposes.” 

BOARD  OF  DIRECTORS 

House  Resolution  No.  6-65 

Merlin  K.  DuVal,  M.D.,  Dean,  College  of  Medicine, 
University  of  Arizona,  accepts  with  grateful  apprecia- 
tion gift  of  $10,000.00  presented  by  the  Arizona  Medical 
Association  to  the  College  of  Medicine  to  be  used  to 
further  student  education.  RECEIVED. 

ArMa  — ArHa  Executive  Committees  — Liaison 

Dr.  Dudley,  Jr.,  reported  that,  as  the  result  of  meet- 
ings between  the  Executive  Committees  of  this  Asso- 
ciation and  the  Arizona  Hospital  Association,  the  latter 
body  has  suggested  that  there  be  held  a one  or  two 
day  symposium,  possibly  yearly  or  every  other  year,  to 
which  hospital  Chiefs  of  Staffs,  Board  Chairmen  and 
Administrators,  including  executive  officers  of  both 
ArMA  and  ArHA,  would  be  invited  to  discuss  matters 
of  mutual  interest.  Recognizing  the  possibilities  of  such 
a program,  it  was  suggested  that  the  Chiefs  of  Surgery 
and  Chiefs  of  Medicine  also  be  included.  It  is  plan- 
ned to  further  explore  such  program  on  the  Executive 
Committee  level  in  the  hope  of  developing  more  spe- 
cific details  and  report. 

Arrangements  for  a similar  meeting  between  Doctors 
of  Medicine,  Hospital  Administrators  and  Nurses  was 
not  considered  timely  by  the  latter  group. 

BENEVOLENT  & LOAN  FUND 
COMMITTEE 

Approved  action  of  the  Executive  Committee  and 
authorized  a monthly  payment  of  $152.50  commencing 
October  1,  1968,  toward  the  infirmary  maintenance  of 
the  widow  of  Elton  R.  Charvoz,  M.D.,  deceased,  to  be 
financed  out  of  the  Benevolence  Fund,  a like  sum  being 
contributed  by  the  Maricopa  County  Medical  Society. 

BUILDING  COMMITTEE 

Robert  A.  Price,  M.D.,  Chairman  of  the  Building 
Committee,  reported  that  this  committee  met  several 
times  since  the  last  Board  meeting.  It  had  opportunity 
to  meet  and  talk  witli  representatives  of  five  architec- 
tural firms.  Each  made  an  impressive  presentation  sub- 
mitting examples  of  their  work  and  outlined  how  each 
would  handle  a situation  like  this  financially.  The  firm 
of  Bennie  M.  Gonzales  Associates  was  selected  thinking 
that  firm  could  give  us  a more  distinctive  type  of  build- 
ing that  the  members  would  be  proud  to  recognize  as 
their  building. 

A financial  statement  was  presented  which,  as  of 
November  8,  1968,  disclosed  that  a total  sum  of  $127,- 
827.28  had  been  received  (including  the  Trust  Fund  of 
$43,842.28)  paid  by  1089  members.  Expenditures  total- 
ling $9,079.34  have  been  made  which  would  seem  to 
indicate  a sum  of  $165,000.00  (when  all  assessments 
have  been  paid)  would  be  available  for  building  pur- 
poses. It  is  not  known  at  this  time  whether  this  sum  ol 
money  will  be  enough;  however,  the  architects  have 
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been  informed  of  our  financial  position  in  the  hope  we 
can  stay  within  this  amount.  This  will  not  be  known 
until  after  plans  are  submitted  and  construction  bids  re- 
ceived. It  may  be  necessary  to  mortgage  some  portion 
of  the  cost  until  all  assessments  have  been  paid.  From 
the  date  of  execution  of  the  architectural  agreement, 
plans  will  be  ready  for  bidding  purposes  in  not  more 
than  five  months.  The  schematic  plans  will  be  first  sub- 
mitted and  decisions  as  to  the  final  plans  will  have  to  be 
made  at  that  time. 

Approximately  367  members  have  yet  to  pay  the 
assessment.  A letter  will  be  forwarded  to  them  early 
next  week  calling  attention  thereto  and  a second  letter 
will  issue  shortly  after  November  25,  1968,  the  estab- 
lished date  of  delinquency  in  accordance  with  the  By- 
laws, notifying  those  members  then  delinquent  of  such 
delinquency.  The  county  medical  societies  will  be  ap- 
proached at  that  time  in  the  hope  that  through  their 
influence,  the  delinquent  members  will  be  encouraged 
to  pay  the  assessment  and  discharge  their  indebtedness. 

EXECUTIVE  COMMITTEE 

Membership  Classification  Changes 

Apache  — William  Duncan  Spining,  M.D.  (Ganado, 
New  Mexico)  — Granted  Affiliate  (Dues  Exempt)  account 
former  active  member  of  this  Association,  now  practic- 
ing in  another  state  — employment  Embudo  Presbyterian 
Hospital,  Embudo,  New  Mexico,  effective  January  1, 
1969. 

Pima  — Francis  J.  Bean,  M.D.  (Tucson)  — Granted 
Active  (Dues  Exempt)  account  70  years  of  age  or  over, 
effective  January  1,  1969. 

Carl  A.  Johnson,  M.D.  (Tucson)  — Granted  Active 
(Dues  Exempt)  account  70  years  of  age  or  over,  effec- 
tive January  1,  1969. 

Financial  Report 

Accepted  the  report  of  the  Treasurer,  Dr.  Dew,  for 
the  month  of  October,  1968,  setting  forth  total  “IN- 
COME” received  amounting  to  $3,424.55  (total  Income 
received  to  that  date  $207,845.33),  reflecting  an  “over- 
budget” of  $3,470.33  (1968  Budget  $204,375.00);  and 
“EXPENDITURES”  $13,124.83  (Total  Expenditures  to 
that  date  $181,047.95)  reflecting  an  “under-budget”  of 
$23,353.43  (1968  Budget,  as  amended,  $204,401.38). 

Authorized  the  following  additional  appropriations  out 
of  the  General  Fund  totalling  $16,352.05: 


505  Rent  $ 1,820.00 

514  Equipment  Maintenance  1,000.00 

524  Furniture  and  Fixtures  Expense  ....  17.52 

500a  Annual  Meeting  — Schedule  II  ....  10,614.53 
500r  Public  Relations  2,900.00 


Authorized  execution  of  extension  of  lease  of  the  head- 
quarters facility  — Safari  Building,  Scottsdale,  for  a 
term  up  to  one  year  from  August  1,  1969,  subject  to  the 
approval  of  counsel. 

ENTERED  INTO  EXECUTIVE  SESSION  AT  THIS 
POINT  IN  THE  MEETING. 

RECONVENED  IN  REGULAR  SESSION. 
Professional  Liability  Insurance  Proposal 

At  the  request  of  Ian  M.  Chesser,  M.D.,  Chairman, 
Medical  Economics  Committee,  Dr.  George  L Hoff- 
mann, member  of  that  Committee,  appeared  and  present- 
ed in  detail  the  proposal  of  the  Fisher-Orth  Agency 
(Phoenix)  relating  to  Professional  Liability  Insurance. 


Briefly,  the  primary  coverage  offered  will  be  $100/$300,- 
000;  in  excess  of  this  limit,  additional  coverage  will  be 
made  available  under  a so-called  “umbrella”  policy;  pre- 
miums will  be  based  upon  a 15%  deviation  downward; 
policies  will  issue  for  a term  of  3 years;  should  there 
develop,  based  upon  Arizona  experience,  an  untenable, 
incurred  claim  or  loss  situation,  the  rate  structure  will  be 
subject  to  revision  upward;  conversely,  a favorable  ex- 
perience could  result  in  a rate  revision  downward;  there 
will  be  no  requirement  of  the  insured  to  place  other 
insurance  with  the  insurer;  coverage  will  be  on  an  indi- 
vidual basis  with  strict  underwriting  standards,  i.e.  it 
will  not  be  a group  program  but  one  restricted  to  those 
who  qualify;  the  proposed  carrier  is  the  Hawaiian  In- 
surance and  Guaranty  Company,  Ltd.,  Richard  D.  Braum- 
baugh,  President,  licensed  to  do  business  in  Arizona 
March  5,  1968;  its  admitted  assets  reflect  a total  slightly 
in  excess  of  eight  and  one-half  million,  with  premium 
income  in  excess  of  five  million;  Home  Insurance  Com- 
pany of  New  York,  founded  in  1853,  capitalized  at  $22,- 
394,195.00,  has  a 30%  interest  in  the  proposed  insurer; 
and  member  participants  approximating  six  hundred  over 
an  eighteen  month  period  appears  to  be  needed  to  make 
the  program  a success.  The  program  is  enthusiastically 
endorsed  by  the  Medical  Economics  Committee.  Con- 
siderable discussion  ensued. 

It  was  moved  and  seconded  that  we  (Board  of  Direc- 
tors) do  not  take  any  official  position  on  this,  but  en- 
courage them  (the  insurer)  to  write  whatever  business 
they  could. 

DR.  LANDEEN  LEFT  THE  MEETING  AT  THIS 
POINT.  ARTHUR  V.  DUDLEY,  JR.,  M.D.,  PRESI- 
DENT, ASSUMED  THE  CHAIR. 

Mr.  Charles  Fisher,  President  of  the  Armada  Assur- 
ance Agency,  Inc.,  and  Mr.  Boyd  Orth,  representing 
the  Farmer-Orth  Agency  (Phoenix)  were  invited  and 
did  appear  before  the  Board  of  Directors  and  responded 
to  numerous  questions  relating  to  the  financial  status  of 
Hawaiian;  its  re-insurance  plan;  and  why,  with  so  many 
carriers  withdrawing  from  the  professional  liability  in- 
surance business,  Hawaiian  wants  in.  Again,  the  pro- 
gram was  reviewed  in  confirmation  of  the  statements 
made  by  Dr.  Hoffmann  previously  set  forth.  In  order 
for  an  insurance  company  to  make  money  today  it  must 
enter  new  fields,  in  this  instance,  borderline  or  hereto- 
fore non-profitable  lines  of  insurance.  There  is  an  ele- 
ment of  chance  associate  therewith.  The  Hawaiian  feels 
that  under  its  present  management  it  can  succeed  in  this 
field  in  Arizona.  It  is  presumed  re-insurance  will  be  ob- 
tained somewhere  approximating  two  hundred  million 
dollars.  Should  the  Association  not  elect  to  sponsor  or 
endorse  the  program,  policies  will  be  offered  on  an  indi- 
vidual basis;  however,  the  premium  might  be  without  the 
15%  deviation. 

In  response  to  a question  as  to  the  Association’s  liabil- 
ity should  it  endorse  such  a program,  there  appears 
question.  Certainly,  before  such  position  is  taken,  the 
Board  should  obtain  the  services  of  an  independent  in- 
surance analyst  and  have  him  evaluate  the  program, 
the  company  underwriting  the  coverage  and  ascertain 
its  re-insurance  situation,  in  the  opinion  of  counsel.  Cer- 
tainly, the  doctors  are  not  expert  in  tire  insurance  field. 
Should  such  analysis  prove  favorable  and  the  program 
then  endorsed,  there  would  be  less  likelihood  of  liability 
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on  the  part  of  the  Association  in  a Court  of  Law.  Ha- 
waiian should  be  agreeable  to  advise  the  extent  to  which 
they  intend  to  re-insure  with  assurance  that  it  intends 
to  re-insure  with  companies  whose  admitted  assets  are 
in  excess  of  a certain  stipulated  amount  of  money. 

MR.  FISHER  AND  MR.  ORTH  LEFT  THE  MEET- 
ING AT  THIS  POINT. 

A motion  made  and  seconded  to  table  the  matter 
until  we  have  further  information  was  lost. 

The  initial  motion  and  amendments  thereto  were 
withdrawn. 

It  was  regularly  moved  and  unanimously  carried  that 
we  take  no  action  upon  this  at  this  time;  that  we  ask 
the  Medical  Economics  Committee  to  determine  the 
cost  of  utilizing  an  insurance  analyst  to  further  look  into 
this  program  and  report;  and  that  the  Executive  Com- 
mittee be  authorized  to  make  the  decision  whether  or 
not  to  hire  an  insurance  analyst. 

Dr.  Hoffmann  reported  that  he  had  inquired  of  Messrs. 
Fisher  and  Orth  the  question:  if  an  insurance  company 
really  wanted  the  business  and  was  sincere  and  solvent, 
perhaps  it  would  pay  the  cost  of  an  insurance  analyst? 
Mr.  Fisher  stated  it  probably  would  and  Mr.  Orth  esti- 
mated a fee  of  $1,000.00  or  less,  plus  expenses,  would 
be  required. 

It  was  regularly  moved  and  unanimously  carried  that 
the  request  for  space  in  the  new  headquarters  office 
building  to  accommodate  the  ARMADA  Agency  opera- 
tion (at  a monthly  rental)  be  turned  down. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Woodrow  W.  Scott,  M.D.  (Tempe)  accepts  appoint- 
ment to  membership  on  the  Governmental  Services  Com- 
mittee. RECEIVED. 

GRIEVANCE  COMMITTEE 

Case  No.  129 

At  the  last  meeting  of  the  Board  of  Directors,  the 
Grievance  Committee,  following  hearing,  reported  on 
Case  No.  129,  finding  the  defendant  guilty  of  the  com- 
plainant’s charges  of  certain  irregularities  in  billing  pro- 
cedures. Dr.  Dysterheft  advised  that  as  directed  by  the 
Board,  the  evidence  in  this  case  was  turned  over  to 
the  Board  of  Medical  Examiners  — State  of  Arizona  for 
consideration  and  disposition.  Further,  that  in  accord- 
ance with  the  wish  of  this  Board,  the  Committee  gave 
additional  consideration  to  this  case  and  recommended 
that  the  defendant  be  censured. 

It  was  regularly  moved  and  unanimously  carried  that 
the  recommendation  of  the  Grievance  Committee  in  this 
case  be  concurred  in  and  that  Counsel  be  requested  to 
prepare  an  appropriate  letter  of  censure. 

Case  No.  130  A - B - C 

Dr.  Dysterheft  reported  in  detail  the  charges  involved 
in  Case  No.  130  heard  before  the  Grievance  Committee 
in  meeting  held  November  2,  1968.  Appearing  before 
that  committee  were  the  three  doctors  involved,  the 
President  and  Administrator  of  the  Hospital,  a local 
Pastor,  and  a former  member  of  the  hospital  consulting 
staff.  Three  separate  charges  were  filed  by  and  be- 
tween the  physicians  designated  A,  B.  and  C.  The  situa- 
tion was  also  investigated  by  a special  ad  hoc  commit- 
tee of  the  Board  of  Medical  Examiners  — State  of  Ari- 
zona and  its  findings  reviewed.  It  was  requested  that  the 


Hospital  Board  communicate  officially  with  the  Arizona 
Medical  Association  and  seek  its  specific  help  in  an  en- 
deavor to  resolve  the  differences. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Board  of  Directors  approve  the  recommendations  of 
the  Grievance  Committee  (1)  that  the  three  member  doc- 
tors be  reprimanded  for  airing  their  differences  in  pub- 
lic, especially  before  patients  in  the  corridor  of  the  hos- 
pital; (2)  that  two  of  the  doctors  be  censured  for  unpro- 
fessional and  unethical  conduct;  (3)  that  the  (hospital) 
staff  and  Board  of  Directors  be  furnished  with  an  ef- 
fective surgical  and  medical  check  list  so  that  they  know 
what  the  psysicians  are  capable  of  doing,  and  in  this 
respect,  the  Association  be  requested  to  perhaps  send 
the  appropriate  specialists  in  the  various  fields  to  act 
as  proctors,  etc.,  to  see  that  things  are  done  as  they 
should  be;  (4)  that  the  Board  of  Medical  Examiners  — 
State  of  Arizona  establish  a surveillance  quarterly  on 
two  of  the  doctors  and  that  they  be  placed  on  proba- 
tion, this  to  be  a recommendation  to  BOMEX;  (5)  that 
ArMA  and  BOMEX  set  up  a quarterly  review  of  the 
(hospital)  records  there;  and  (6)  that  the  hospital  staff 
bylaws  be  properly  set  up  and  enforced  by  the  (hos- 
pital) Board  of  Directors. 

It  was  stated  this  case  demonstrates  the  need  for  some 
type  of  medical  audit  by  competent  people,  especially 
in  the  smaller  hospitals  throughout  the  state. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Arizona  Medical  Association  recommend  to  the 
Arizona  State  Board  of  Flealth  that  it  investigate  this 
hospital,  requesting  the  Board  of  Medical  Examiners 
to  furnish  the  Board  of  Health  with  some  of  the  find- 
ings of  its  ad  hoc  committee  investigation;  and  that 
said  Board  of  Health  be  asked  to  report  back  to  this 
Association  its  findings  and  action  taken,  if  any. 

It  was  suggested  that  the  Governmental  Services  Com- 
mittee be  alerted  to  the  practice  of  double  billing  and 
request  of  the  Carrier  an  explanation  as  to  why  it  does 
not  keep  a better  check  on  it. 

MEETING  ADJOURNED  FOR  LUNCHEON  AT 
1:00  P.M. 

MEETING  RECONVENED  AT  2:45  P.M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING  SES- 
SION RESPONDING  “AYE”  TO  THE  ROLL  CALL 
WITH  THE  EXCEPTIONS  OF  HARRY  S.  BECK- 
WITH, M.D.,  PAUL  B.  JARRETT,  M.D.,  FRED  PI. 
LANDEEN,  M.D.,  DEWARD  G.  MOODY,  M.D.,  ED- 
WARD SATTENSPIEL,  M.D.  AND  ROLAND  F. 
SCHOEN,  M.D.,  ARTHUR  V.  DUDLEY,  JR.,  M.D., 
PRESIDENT  AND  ACTING  CHAIRMAN,  PRESID- 
ING. 

INDUSTRIAL  RELATIONS  COMMITTEE 

Industrial  Commission  of  Arizona  appoints  Mayer 
Hyman,  M.D.  (Tucson)  a member  of  its  Cardiovascular 
Advisory  Board,  comprising  in  addition  Allan  I.  Cohen, 
M.D.,  Chairman,  and  Alan  L.  Gordon,  M.D.  (both  of 
Phoenix).  RECEIVED. 

LEGISLATIVE  COMMITTEE 

Abortion  (Therapeutic) 

House  Resolution  No.  9-68  asked  that  this  organiza- 
tion support  legislation  in  favor  of  a therapeutic  abor- 
tion law.  Dr.  William  E.  Davis  of  Tucson  had  taken 
the  spearhead  and  leadership  in  promoting  this,  lie  was 
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invited  to  attend  the  Legislative  Committee  meeting  and 
advise  that  committee  the  ways  in  which  he  thought 
this  Association  could  be  of  best  aid  to  bis  program.  Dr. 
Davis  did  not  arrive,  bis  car  broke  down  in  Casa  Grande, 
and  to  the  best  of  knowledge  the  Committee  has  not 
heard  from  him  since.  In  the  absence  of  Dr.  Davis,  the 
Legislative  Committee  did  consider  what  it  might  do 
to  be  effective  instead  of  just  throwing  money  down 
the  drain. 

One  of  the  tilings  that  might  be  effective  would  be 
to  see  what  it  would  cost  to  have  a valid  opinion  sur- 
vey taken  of  the  people  of  the  State  of  Arizona  as  to 
how  they  felt  with  respect  to  a liberalized  therapeutic 
abortion  law,  it  being  the  susxricion  that  the  formal 
position,  for  example,  of  the  Catholic  Church  might  not 
in  fact  represent  the  informal  and  secret  vote  of  even 
the  Catholic  population  of  Arizona,  quite  consistent  with 
what  we  are  all  reading  in  all  of  the  media.  They  then 
discussed  the  possible  expense  of  such  a survey  and 
the  uses  of  such  a survey.  If  it  turned  out  that  in  fact 
there  was  an  overwhelming  or  very  substantial  feeling 
in  favor  of  such  a law,  that  evidence  might  be  used 
effectively  with  the  Legislature  if  the  Legislature  was  so 
constituted.  In  other  words,  if  you  had  good  evidence 
it  would  make  a difference.  If  the  Legislature  was  not 
so  constituted  that  even  with  good  evidence  it  might 
not  make  a difference,  you  could  then  consider  the  pos- 
sibility of  an  “initiative”  which  would  avoid  the  Legis- 
lature entirely  and  simply  let  the  people  vote  on  the 
issue.  The  question  then  came  up  as  to  the  expense  of 
such  an  opinion  survey  and  counsel  was  charged  with 
the  duty  of  talking  with  Bruce  Merrill  of  ASU  who  has 
a very  prestigious  and  effective  firm,  find  out  what  it 
might  cost,  and  he  took  a barnyard  guess  that  if  it  is 
done  it  might  cost  $20,000.00  and  no  one  could  afford 
that  let  alone  the  Medical  Association.  Counsel  reported 
back  to  Dr.  Dudley  and  Dr.  Nelson  that  his  barnyard 
guess  happened  to  be  right,  but  there  appeared  to  be 
another  out  and  that  was  that  Bruce  Merrill  felt  that 
Barry  Goldwater  might  be  conducting  an  opinion  sur- 
vey on  several  issues  in  Arizona  after  the  election  should 
be  he  successful;  that  if  he  did,  maybe  he  would  permit 
us  to  “piggy  back  a question”  in  his  survey.  In  other 
words,  we  could  get  a question  or  two  in  his  survey, 
then  we  might  be  talking  of  $1,000.00.  Dr.  Landeen  is 
to  see  if  Senator  Goldwater  would  permit  the  Associa- 
tion, at  his  expense,  to  put  the  question  on  his  survey 
and  report  back. 

Dr.  Sattenspiel  advised  that  he  hoped  all  of  this 
would  be  turned  over  to  the  Ad  Hoc  Committee  (on 
Besolution  No.  6);  that  that  committee  is  taking  still 
another  route  which  is  not  inconsistent  with  this,  and 
that  is,  it  is  getting  together  a group  of  prominent 
physicians  in  Arizona  of  all  faiths,  including  prominent 
Catholic  physicians,  to  see  if  they  could  not  arrive  at 
a position  with  respect  to  this  law  with  which  they 
could  all  be  comfortable  so  that  again,  working  toward 
the  way  of  taking  the  heat  out  of  the  question  and  throw- 
ing some  light  on  the  possibilities.  Dr.  Hermann  S. 
Bhu,  Jr.,  (Tucson)  is  now  chairman  of  the  Ad  Hoc 
Committee. 

It  was  determined  to  forward  this  information  to  the 
Ad  Hoc  Committee. 


Anesthetics  — Nurse  Anesthetists 

Approved  suggested  amendment  to  Section  32-1661 
ABS  relating  to  the  practice  of  nursing  in  the  admin- 
istration of  anesthetics  by  a licensed  registered  nurse, 
proposed  by  the  Arizona  State  Board  of  Nursing,  that 
portion  of  the  Section  below  in  brackets  to  be  deleted: 
“A  licensed  registered  nurse  may  administer  anes- 
thetics under  the  direction  of  [and  in  the  immediate 
presence  of]  a licensed  physician  or  surgeon  if  the 
nurse  has  taken  a prescribed  course  of  anesthesia  at 
a hospital  in  good  standing,  or  is  a graduate  in  the 
science  of  anesthesia  from  a recognized  school  or 
college.” 

Immunities  Statute 

Approved  with  active  support  the  following  measure 
prepared  by  Counsel  for  introduction  in  the  First  Regu- 
lar Session  of  the  Arizona  State  Legislature  convening 
January  next: 

AN  ACT 

RELATING  TO  MEDICAL  RESEARCH  AND 
STUDIES  AND  AMENDING  TITLE  36,  ARIZONA 
REVISED  STATUTES 
BY  ADDING  A NEW  CHAPTER  17 
CHAPTER  17.  MEDICAL  RESEARCH  AND  STUDIES 
§ 36-1901.  Medical  research  and  studies  confidential 
All  information,  written  or  oral  (except  the  patient's 
original  medical  records)  in  the  possession  of  the  State 
or  Local  Departments  of  Health  and  in  the  possession 
of  all  accredited  hospitals  or  their  committees,  used  or 
procured  either  in  the  course  of  research  conducted  for 
the  puqrose  of  reducing  morbidity  or  mortality  or  used 
or  procured  in  the  course  of  studies  conducted  for  the 
purpose  of  reviewing,  evaluating,  improving,  or  super- 
vising the  condition,  care  or  treatment  of  patients,  shall 
be  confidential  and  shall  be  used  only  for  the  purpose 
of  such  research  or  studies. 

§ 36-1902.  Information  relating  to  research  and  studies 
inadmissable  as  evidence;  not  subject  to  dis- 
covery; participants  not  required  to  testify 
Such  information  shall  not  be  admissable  as  evidence 
in  any  judicial  or  quasi-judicial  proceeding  and  shall 
not  be  subject  to  subpoena  or  process  for  any  purpose. 
No  person  participating  in  such  research  and  study  shall 
be  required  to  testify  regarding  such  information  in  any 
judicial  or  quasi-judicial  proceeding.  This  section  shall 
not  apply  to  proceedings  before  the  State  Board  of  Med- 
ical Examiners  and  appeals  therefrom  or  to  proceedings 
or  actions  relating  to  the  granting,  denying  or  limiting 
of  hospital  staff  privileges. 

§ 36-1903.  Immunity  from  suit  for  furnishing  informa- 
tion 

No  cause  of  action  shall  lie  against  any  person  who 
in  good  faith  and  without  malice  furnishes  such  infor- 
mation in  the  course  of  any  research  or  study  referred 
to  in  § 36-1901. 

§ 36-1904.  Limitation  of  publication;  identity  of  patient 
confidential 

Any  publication  of  the  results  of  such  research  or 
study  shall  be  made  only  for  the  puqmses  set  forth  in 
§ 36-1901  and  shall  keep  confidential  the  identity  of 
any  patient  whose  condition,  care  or  treatment  was  a 
part  thereof. 

Counsel  for  the  Arizona  Hospital  Association  has  ex- 
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tended  its  full  support  and  cooperation  in  this  endeavor. 
Occupational  Licensing  — State  Department 

Approved  preparation  of  a “position  paper”  in  the 
matter  of  possible  establishment  by  the  State  Legislature 
of  a state  department  of  licensing,  consolidating  a num- 
ber of  existing  state  licensing  boards  thereunder;  how- 
ever, it  shall  not  be  released  before  first  determining 
the  pulse  of  the  new  Legislature,  whether  or  not  it  in- 
tends to  introduce  such  measure. 

PROFESSIONAL  COMMITTEE 

Membership 

Appointed  Eugene  Ryan,  M.D.  (Phoenix),  a member 
of  the  Professional  Committee  to  serve  as  Chairman 
of  its  Section  on  Industrial  Health,  recommended  by 
Maricopa  County  Medical  Society,  to  fill  the  vacancy 
caused  by  the  resignation  of  Jack  D.  Fathcree,  M.D. 
(Phoenix),  for  the  unexpired  term,  1968-71. 

Medical  Advisory  Board  — Driver  Licensing 

George  A.  Spendlove,  M.D.,  Commissioner,  Arizona 
State  Department  of  Health,  reports  membership  ap- 
pointments to  the  Medical  Advisory  Committee  to  assist 
the  Arizona  State  Highway  Department  in  its  Driver 
Licensing  responsibilities  (Chapter  98,  Laws  of  1968  — 
Motor  Vehicles)  including:  Drs.  David  R.  Long  (Phoenix), 
William  B.  Helrne  (Phoenix),  Horace  S.  Kent  (Mesa), 
Donald  F.  Schaller  (Phoenix),  Karl  E.  Voldeng  (Phoen- 
nix),  John  J.  Wild  (Tucson),  Charles  PI.  Willingham 
(Tucson),  MacDonald  Wood  (Phoenix),  and  John  E. 
Schramel  (Phoenix).  Each,  with  the  exceptions  of  Drs. 
Long  and  Schramel,  were  recommended  appointed  by 
the  Board  May  26,  1968.  All  have  accepted  the  assign- 
ment. RECEIVED. 

Section  on  Emergency  Care 

Appointed  Drs.  Frederick  E.  Beckert  (Phoenix),  Paul 
B.  Jarrett  (Phoenix),  Howard  PI.  Johnston  (Phoenix), 
Sherman  W.  Thorpe  (Mesa),  Robert  D.  Martin  (Tempe), 
James  L.  Schamaden  (ASU),  Kenneth  L.  Huffman  (Mesa), 
Henry  P.  Limbaeher  (Tucson)  and  Bernard  W.  Simons, 
Jr.  (Tucson)  to  membership  on  the  Steering  Committee 
of  the  Air  Medical  Evacuation  System  (AMES),  no  term 
specified. 

Acute  Cardiac  Care 

Reaffirmed,  in  principle,  the  Joint  Statement  on  Ac  ute 
Cardiac  Care,  previously  submitted  by  the  Arizona  State 
Nurses’  Association;  also,  directed  that  the  ASNA  be  in- 
formed of  the  provisions  within  the  Medicine  and  Sur- 
gery Act  (Section  32-1421  1.  and  6.)  whereby  not  only 
they,  but  any  person  is  protected  when  rendering  emer- 
gency care. 

Privileged  Communication  — Psychiatry 

In  the  matter  of  “privileged  communication”,  as  ap- 
plied to  psychiatrists,  determined  to  refer  back  to  the 
Professional  Committee  this  subject  for  clarification,  in- 
viting Dr.  Robert  I.  Cutts  (Chairman  of  the  Section  on 
Mental  Health)  to  explain  more  clearly  what  is  in- 
volved; and  that  Dr.  Cutts  be  invited  to  appear  before 
the  Board  of  Directors  at  its  next  meeting. 

Dietetic  Internship  — PJ.  of  A. 

Expressed  favor  in  the  proposed  establishment  of  a 
dietetic  internship  for  Arizona  by  the  University  of  Ari- 
zona, Division  of  Food,  Human  Nutrition  and  Dietetics, 
working  cooperatively  with  the  Arizona  Dietetic  Associa- 
tion, the  Arizona  State  Department  of  Health  and  se- 
lected health  facilities  throughout  the  state. 


Section  on  Athletic  Medicine 

Accepted  the  resignation  of  Richard  L.  Dexter,  M.D. 
(Tucson),  as  a member  of  the  Professional  Committee, 
Chairman  of  the  Section  on  Athletic  Medicine,  and  ap- 
pointed Richard  J.  Toll,  M.D.  (Tucson),  to  serve  in  such 
capacity  for  the  unexpired  term  1968-69. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

Determined  to  implement  the  recommendation  of  tire 
Scientific  Assembly  Committee  that  individual  invita- 
tions be  forwarded  to  all  doctors  of  osteopathy  (licensed 
and  practicing  in  Arizona)  to  attend  the  1969  annual 
meeting  of  this  Association  in  addition  to  one  to  be 
directed  officially  to  the  Arizona  Osteopathic  Medical 
Association.  Such  notices  are  to  be  released  the  first 
half  of  March  to  include  the  complete  program,  as  well 
as  pre-registration  forms. 

COMMUNICATIONS 

American  Board  of  Family  Practice 

Determined  to  instruct  this  Association’s  Delegates 
to  the  American  Medical  Association  to  support  the 
proposed  resolution  of  the  Medical  Society  of  the  State 
of  North  Carolina  to  be  introduced  in  the  AMA  House 
during  its  Clinical  Convention  to  be  held  in  Miami 
Beach,  Florida,  December  next,  favoring  the  establish- 
ment of  an  American  Board  of  Family  Practice  with- 
out further  delay. 

AMTA  Tennis  Tournament 

Notice  was  received  from  Harold  W.  Kohl,  Jr.,  M.D., 
Tournament  Chairman,  advising  of  the  1969  National 
Winter  Tennis  Tournament  of  the  American  Medical 
Tennis  Association  to  be  held  in  Tucson,  February  12- 
15,  1969.  No  action  appeared  indicated,  excepting  to  at- 
tend a cordial  welcome  to  the  group.  It  will  be  publicized 
in  Arizona  Medicine  Journal. 

Community  Service  Award 

Pima  County  Medical  Society  recommends  this  Asso- 
ciation provide  for  its  members  an  annual  Community 
Service  Award,  a plaque  to  be  provided  by  it. 

Determined  to  continue  the  A.  H.  Robins  Commun- 
ity Service  Award. 

OTHER  BUSINESS 

ICA  Rule  No.  59(a) 

Determined  the  Medical  Economics  Committee  ap- 
proach the  new  Industrial  Commission  of  Arizona  in  an 
endeavor  to  negotiate  a change  or  modification  of  its 
Rule  No.  59(a)  involving  “free  choice  of  physician" 
from  an  administrative  approach,  rather  than  pursue  a 
costly  legislative  change  of  the  statute. 

Professional  Liability  Insurance 

This  subject  was  discussed  during  the  morning  ses- 
sion and  is  recorded  elsewhere  in  these  Minutes. 
MEETING  ADJOURNED  AT  3:30  P.M. 

John  P.  Ileileman,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  Decem- 
ber 14,  1968,  in  the  French  Quarter  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  1:30  P.M.,  William  G.  Payne,  M.D.,  Chairman, 
presiding. 
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ROLL  CALL 

PRESENT:  Drs.  Antos,  Robert  J.;  Baker,  Earl  J.;  Gan- 
elin, Robert  S.;  Kohl,  Jr.,  Harold  W.;  Payne,  William  G., 
Chairman;  Ryan,  Eugene;  Sehaller,  Donald  F.;  Wagner, 
Albert  G. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guests:  Crouch,  M.D.,  Boyden  L.,  Member,  Section 
on  Medical  Education;  Phillips,  D.D.S.,  John  R.,  Chair- 
man, Arizona  State  Board  of  Health;  Spendlove,  M.D., 
George  A.,  Commissioner,  Arizona  State  Department 
of  Health. 

EXCUSED:  Drs.  Cutts,  Robert  I.;  Dudley,  Jr.,  Arthur 

V. ,  President;  Flynn,  Richard  O.,  President-Elect;  Heile- 
man,  John  P.,  Secretary;  Helrne,  William  B.;  McDaniel, 

W.  Shaw;  Melick,  Dermont  W.;  Rhu,  Jr.,  Hermann  S.; 
Toll,  Richard  J.;  Wood,  MacDonald. 

MINUTES 

Approved  Minutes  of  the  Professional  Committee 
meeting  held  October  13,  1968. 

FINANCE 

Reported,  as  of  November  30,  1968,  out  of  a total 
(1968)  Budget  of  $5,000.00,  there  has  been  expended 
$2,681.71.  RECEIVED. 

BOARD  OF  DIRECTORS  — ACTIONS 

The  Board  of  Directors  of  The  Arizona  Medical  As- 
sociation, Inc.,  in  meeting  held  November  10,  1968, 
considered  the  following  subjects  and  acted  as  indicated: 
SECTION  ON  INDUSTRIAL  HEALTH 

Appointed  Eugene  Ryan,  M.D.  (Phoenix)  member  of 
the  Professional  Committee,  term  1968-71,  to  serve  as 
Chairman  of  the  Section  on  Industrial  Health.  He  has 
accepted  the  assignment.  RECEIVED. 

SECTION  ON  ATHLETIC  MEDICINE 
Appointed  Richard  J.  Toll,  M.D.  (Tucson)  member 
of  the  Professional  Committee,  term  1968-69,  to  serve 
as  Chairman  of  the  Section  on  Athletic  Medicine.  He  has 
accepted  the  assignment.  RECEIVED. 

DRIVER  LICENSING  - MEDICAL 
ADVISORY  COMMITTEE 

Recorded  appointments  by  the  Commissioner,  George 

A.  Spendlove,  M.D.,  to  membership  on  the  Medical  Ad- 
visory Committee  to  assist  the  Arizona  State  Highway 
Department  in  its  Driver  Licensing  responsibilities  (Chap- 
ter 98,  Laws  of  1968  — Motor  Vehicles)  including:  Drs. 
David  R.  Long  (Phoenix);  William  B.  Helme  (Phoenix); 
Horace  S.  Kent  (Mesa);  Donald  F.  Sehaller  (Phoenix); 
Karl  E.  Voldeng  (Phoenix);  John  J.  Wild  (Tucson);  Char- 
les PI.  Willingham  (Tucson);  MacDonald  Wood  (Phoe- 
nix); and  John  E.  Schramel  (Phoenix).  Each  has  accept- 
ed. RECEIVED. 

STEERING  COMMITTEE  - AMES 

Appointed  Drs.  Frederick  E.  Beckert  (Phoenix),  Paul 

B.  Jarrett  (Phoenix),  Ploward  H.  Johnston  (Phoenix), 
Sherman  W.  Thorpe  (Mesa),  Robert  D.  Martin  (Tempe), 
James  L.  Schamaden  (ASU-Tempe),  Kenneth  L.  Huff- 
man (Mesa),  Henry  P.  Limbacher  (Tucson),  and  Bernard 
W.  Simons,  Jr.  (Tucson)  to  membership  on  the  Steering 
Committee  of  the  Air  Medical  Evacuation  System 
(AMES),  no  term  specified.  Each  has  accepted.  RE- 
CEIVED. 

ACUTE  CARDIAC  CARE 

Reaffirmed,  in  principle,  the  Joint  Statement  on  Acute 


Cardiac  Care,  previously  submitted  by  the  Arizona 
State  Nurses’  Association;  also,  directed  that  ASNA  be 
informed  of  the  provisions  within  the  Medicine  and  Sur- 
gery Act  (Section  32-1421  1.  and  6.)  whereby  not  only 
nurses,  but  any  person  is  protected  when  rendering 
emergency  care.  ASNA  notified.  RECEIVED. 
PRIVILEGED  COMMUNICATION  - 
PSYCHIATRISTS 

Subject:  “Privileged  Communication,”  as  applied  to 
psychiatrists,  referred  back  to  Professional  Committee 
for  clarification,  Dr.  Robert  I.  Cutts,  Chairman,  Sec- 
tion on  Mental  Health,  to  explain  more  clearly  what  is 
involved,  he  to  be  invited  to  appear  before  the  Board 
of  Directors  at  its  next  meeting  (January  12,  1969). 
RECEIVED. 

DIETETIC  INTERNSHIP  - U.  of  A. 

Expressed  favor  in  the  proposed  establishment  of  a 
dietetic  internship  for  Arizona  by  the  University  of 
Arizona,  Division  of  Food,  Human  Nutrition  and  Diete- 
tics, working  cooperatively  within  the  Arizona  Dietetic 
Association,  the  Arizona  State  Department  of  Health 
and  selected  health  facilities  throughout  the  state.  RE- 
CEIVED. 

SECTION  REPORTS 

Aging  and  General  Medicine 
HANDICAPPED  CHILD  EDUCATION 

The  request  of  the  Arizona  Chapter  of  the  American 
Academy  of  Pediatrics  (Arizona  Pediatric  Society)  seek- 
ing support  for  the  enactment  of  legislation  which  would 
assist  the  education  of  the  handicapped  child  at  the  time 
lie  can  best  profit  thereby  (under  6 years),  was  forward- 
ed to  the  Commissioner  of  Health  by  the  Legislative 
Committee  of  this  Association.  Dr.  Spendlove  reported 
that  preliminary  workup  on  legislation  is  proceeding.  A 
great  deal  could  be  done  to  help  avoid  some  of  the 
handicap  conditions  if  the  child  could  be  reached  soon 
enough.  The  matter  has  been  referred  to  Sarah  Folsom, 
Superintendent  of  Public  Instruction,  for  attention.  The 
current  law  provides  for  an  education  in  the  School  for 
the  Deaf  and  Blind  between  the  ages  of  6 and  21  years. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Professional  Committee  suggest  to  the  Board  of  Di- 
rectors that  it  express  ArMA’s  position  in  this  regard  that 
it  is  in  sympathy  with  the  objective  of  such  legislation. 
DRUG  ABUSE  SYMPOSIA 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
that  ArMA  go  on  record  in  support  of  this  program 
(Drug  Abuse  symposia  to  be  held  in  February,  1969, 
arranged  by  St.  Joseph’s  Hospital,  Phoenix). 
INFECTIOUS  DISEASES 
EDUCATIONAL  PROGRAMS 

Referred  to  the  Scientific  Assembly  Committee  the 
proposal  of  the  Department  of  Health,  Education  and 
Welfare  that  its  National  Communicable  Disease  Center 
through  its  Seminar  Services  Unit,  can  provide  technical, 
financial,  and  planning  assistance  in  designing  educa- 
tional programs  on  infectious  diseases  for  regular  and 
special  meetings  of  medical  organizations. 

BLOOD  DRAW  FROM  MINORS 

Determined  to  refer  to  Pima  County  Medical  Society 
and  Charles  A.  L.  Stephens,  Jr.,  M.D.,  for  comment, 
the  inquiry  of  Mrs.  Bill  B.  Fannin  of  Tucson  referable 
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to  the  drawing  of  blood  from  minors  without  parents 
consent  by  commercial  collecting  agencies. 

DIABETES  DETECTION 

Received  information  and  materials  regarding  Diabetes 
Detection  Week.  NO  ACTION. 

Allied  Medical  Groups 
REPORT 

In  the  absence  of  the  Chairman,  no  report  submitted. 
PODIATRY 

Dr.  Payne  reviewed  the  background  and  previous  posi- 
tion of  this  Committee  regarding  hospital  privileges  of 
podiatrists.  The  Joint  Commission  on  Accreditation  of 
Hospitals  in  April  of  1967,  Bulletin  No.  44,  on  the  sub- 
ject of  Podiatry  in  Accredited  Hospitals,  as  regards  hos- 
pital privileges  of  podiatrists,  among  other  things,  de- 
clared: 

“The  governing  body  of  a hospital,  on  the  recom- 
mendation of  the  Medical  Staff,  may  grant  a quali- 
fied podiatrist  privileges  within  his  area  of  prac- 
tice. The  Medical  Staff  must  evaluate  the  qualifi- 
cations of  each  podiatrist  who  applies  for  hospital 
privileges.  The  degree  of  privileges  accorded  each 
podiatrist  must  be  determined  by  his  professional 
education,  training,  experience,  competence,  and 
his  demonstrated  character  and  judgment.  A podia- 
trist with  hospital  privileges  may  initiate  the  ad- 
mission procedure  of  a patient  with  the  concurrence 
of  a member  of  the  Medical  Staff,  but  no  admis- 
sion is  completed  without  such  concurrence.  The 
Medical  Staff  member  concurring  in  a patient’s 
admission  assumes  responsibility  for  the  over-all 
care  of  the  patient  including  the  medical  history 
and  physical  examination.  When  podiatric  surgery 
is  indicated,  a member  of  the  Medical  Staff  who 
has  surgical  privileges  must  assume  supervision  of 
the  podiatric  surgery.  The  nature  and  degree  of  his 
participation  is  a matter  for  his  determination  in 
each  case  within  the  general  policy  adopted  by  the 
Medical  Staff  governing  the  relationship  and  dual 
responsibility  between  the  physician  and  the  podia- 
trist. 

“The  podiatrist  may  write  orders  within  the  scope 
of  his  license  as  limited  by  the  applicable  statutes 
and  the  hospital  regulations.” 

It  was  regularly  moved  and  unanimously  carried  that 
it  again  be  the  recommendation  of  the  Professional  Com- 
mittee to  the  Board  of  Directors  that,  within  the  frame- 
work of  Bulletin  No.  44  of  the  Joint  Commission 
on  Accreditation  of  Hospitals,  April  of  1967,  it  be  the 
position  of  the  Board  that  the  governing  body  of  a hos- 
pital, on  recommendation  of  the  Medical  Staff,  should 
determine  a qualified  podiatrist  privileges  within  his 
area  of  practice. 

ArMA  - ASNA  LIAISON 

Dr.  Payne  reported  he  attended  the  Tucson  meeting 
held  at  the  new  Nursing  College  and  found  it  most 
productive.  The  Association  presented  to  the  Arizona 
State  Nurses’  Association  a cash  award  of  $500.00,  as 
a grant  for  continuing  education  to  a registered  nurse 
member  of  ASNA.  The  President,  Dr.  Dudley,  Jr.,  pre- 
sented the  award  in  Tucson  and  a duplicating  ceremony 
took  place  here  on  presentation  by  the  Chairman, 
Dr.  Payne.  RECEIVED. 


ADMINISTRATION  OF  T/B  SKIN  TESTS  BY 
SCHOOL  NURSES  TO  CERTIFIED  PERSONNEL 
The  Arizona  State  Nurses’  Association  is  very  con- 
cerned about  School  Nurses  being  authorized  to  admin- 
ister TB  skin  tests  to  certificated  personnel,  as  recom- 
mended to  school  boards  by  resolution  of  the  State 
Board  of  Education  on  September  30,  1968.  School 
Nurses  have  not  traditionally  acted  as  industrial  nurses 
do  in  a plant,  for  personnel  employed  by  the  school. 
The  following  questions  were  posed  with  suggested 
answers  for  Board  review. 

1.  Is  this  a safe  procedure  under  the  probable  cir- 
cumstances? 

A.  If  the  School  Nurse  is  adequately  trained  in 
this  procedure,  it  is  considered  a safe  procedure 
if  it  is  done  with  first  strength  or  intermediate 
strength  PPD. 

2.  Is  this  a proper  function  for  the  School  Nurse  to 
assume? 

A.  This  is  a proper  function  under  medical  super- 
vision using  NTA  standards. 

3.  Do  the  physicians  approve  of  this? 

A.  See  answer  to  question  No.  2. 

4.  Would  you  see  any  likely  possibility  of  any  legal 
ramifications? 

A.  Again,  we  re-emphasize  the  importance  of  ade- 
quate medical  supervision  and  adherence  to 
established  NTA  standards. 

5.  Who  would  assume  the  expense  of  this? 

A.  This  is  within  the  province  of  the  local  School 
Board. 

CONTINUING  NURSING 
EVALUATION  PROJECT 

It  was  reported  the  University  of  Arizona  College  of 
Nursing  has  received  a grant  to  continue  a project  de- 
signed to  assist  Arizona  nursing  schools  and  hospital 
staffs  in  evaluating  their  nursing  personnel  and  patient 
care.  The  $18,915.00  grant  from  the  U.  S.  Public  Health 
Service  of  HEW  will  support  the  second  year  of  the 
project.  We  should  be  aware  of  it  and  cooperate  where 
hospitals  are  involved.  RECEIVED. 

Athletic  Medicine 

REPORT 

In  the  absence  of  the  Chairman,  no  report  submitted. 

STANDARD  HEALTH  FORM 

Dr.  Payne  stated  it  was  interesting  to  note  that  through 
certain  national  publicity  media,  a standardized  physi- 
cal examination  report  form  in  this  area  is  being  pro- 
moted which  is  in  line  with  our  efforts  dealing  with 
Universities  and  Colleges. 

Disaster  Medicine 

DISASTER  COMMUNICATION 

Dr.  Baker  reported  he  had  observed  the  Board  of 
Directors  had  accepted  the  plan  on  communication 
and  its  related  problems  in  the  state.  Possibly,  Dr.  Schal- 
ler  has  further  comment. 

Dr.  Schaller  advised  that  the  best  plan  in  operation 
in  the  country  to  date  is  that  of  Alameda  County  in 
California.  Im  itation  by  the  Health  Department  has  been 
extended  to  interested  persons  wishing  to  review  its 
operation.  Nebraska  has  a plan  which  will  be  under  full 
operation  shortly. 
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DISASTER  MEDICAL  CARE  - 
CIVIL  DISORDERS 

Dr.  Baker  reported  that  he  had  attended  a meeting 
sponsored  by  the  AMA  Council  on  National  Security, 
Committee  on  Disaster  Medicine,  oriented  on  Civil  Dis- 
order. Subjects  dealing  with  available  materials,  na- 
tional disaster  hospitals,  consultants  and  shelter  were 
briefed.  Communication  and  transportation  also  were 
matters  of  discussion  and  in  the  former,  Arizona  is  on 
the  way  through  Dr.  Schaller’s  efforts.  Ambulance  serv- 
ices and  driver  training  in  first  aid  commanded  con- 
siderable attention  because  of  great  need  for  improve- 
ment and  adequate  licensing  throughout  the  country. 
Here,  again,  it  appears  Arizona  is  progressing  rapidly 
to  achieve  perfection.  Need  for  adequate  records  is  in- 
dicated. Civil  disorder  likewise  commanded  consider- 
able attention  which  was  reviewed  in  detail  by  Dr. 
Baker.  In  conclusion,  Arizona  needs  an  Emergency  Med- 
ical Operating  Center  with  complete  communication  con- 
trol, funding  of  such  operation  located  in  Phoenix 
and  possibly  one  in  Tucson. 

Authorized  reimbursement  of  expenses  incurred  by 
Dr.  Baker  on  this  trip  estimated  at  $85.00. 

Emergency  Care 

INJURY  CONTROL  PROGRAM 

Dr.  Spendlove  reviewed  the  Injury  Control  Program 
for  the  State  of  Arizona.  The  Arizona  State  Department 
of  Health  was  assigned  responsibility  for  three  activities 
related  to  the  National  Highway  Safety  Program:  Devel- 
opment of  medical  criteria  for  licensing  drivers,  adoption 
of  methods  for  testing  for  alcohol  in  tissue  excreta,  and 
planning  for  emergency  facilities  for  transporting  and 
treating  victims  of  motor  vehicle  accidents.  A grant  from 
USPHS  to  fund  the  project  has  been  received  and  will 
complement  the  work  supported  by  the  U.  S.  Depart- 
ment of  Transportation  through  the  National  Highway 
Safety  Program.  It  is  estimated  $50,000.00  annually  for 
five  years  will  be  required.  An  excerpt  from  the  applica- 
tion, project  summary  and  narrative  outline  describing 
the  proposed  program  was  submitted  and  reviewed. 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Professional  Commit- 
tee to  the  Board  of  Directors  that  it  support  the  Injury 
Control  Program  for  the  State  of  Arizona  (“such  endorse- 
ment, or  comments,  need  not  imply  commitment  of  either 
funds  or  service,  but  simply  reflect  interest  of  the  Emer- 
gency Medical  Care  Section”). 

AMBULANCE  SERVICE 

Dr.  Schaller  reported  there  has  been  organized  a 
Maricopa  County  Ambulance  Association  headed  by  Jack 
F.  Byrd,  President.  Submitted  were  reflections  on  the 
role  of  government  actions  in  the  area  of  providing 
professional  ambulance  service  in  Arizona.  They  are: 

1.  Role  of  the  Corporation  Commission. 

The  Coqooration  Commission  of  the  State  of  Arizona 
has  Constitutional  powers  to  regulate  commerce  in  Ari- 
zona. Consequently  it  has  been  called  upon  by  the 
State  to  impose  the  regulations  called  for  in  the  Federal 
Highway  Safety  Act.  As  a result  it  is  the  duty  of  the 
Commission  to  require  the  improvement  of  ambulance 
service  and  to  see  that  rates  are  so  fixed  as  to  insure 
the  compliance  of  the  carriers  it  franchises. 

Dr.  Schaller  commented  this  part  already  completed; 
therefore,  we  do  not  have  to  consider  this. 


2.  Role  of  County  Government. 

The  Counties,  by  State  Law,  are  required  to  care  for 
the  medically  indigent  of  the  State.  As  a result,  Coun- 
ties are  cast  in  the  role  of  paying  for  the  transportation 
of  welfare  recipients  and  the  medically  indigent  in  their 
jurisdiction. 

Dr.  Schaller  stated  there  is  no  argument  with  that. 
This  is  being  accomplished. 

3.  Role  of  City  Government. 

Cities,  under  their  delegated  police  powers,  receive 
from  the  State  the  responsibility  to  provide  for  their 
citizens  adequate  water,  sewage,  trash,  garbage,  police, 
fire  and  ambulance  service.  They  must  bear  the  reason- 
able cost  of  providing  such  services,  whether  by  direct 
charge  (water,  bus  lines,  etc.)  or  from  the  general 
revenue  (police,  fire,  etc.). 

Dr.  Schaller  remarked  that  cities  are  going  to  have 
to  support  ambulance  services.  A mis-statement  appears 
in  this  reflection.  Cities  are  not  delegated  powers  to  pro- 
vide “ambulance”  services,  it  does  not  appear  in  the 
statutes.  Cities  can  do  it;  however,  I am  not  in  favor  of 
supporting  this  part  of  it  (reference  to  ambulance  serv- 
ice statutory  provision). 

Government,  in  general,  owes  to  those  who  have 
served  the  public  in  the  area  of  ambulance  service, 
in  the  past,  their  sincere  cooperation  in  the  effort  to 
bring  the  services  to  a level  satisfactory  to  the  Medi- 
cal Community,  Law  Enforcement  Agencies,  and  the 
General  Public. 

Dr.  Schaller  advised  he  was  not  wed  to  the  ambulance 
services  provided  in  the  past  and  believes  this  “in  the 
past”  should  be  left  out  so  that  it  would  read:  “we  owe 
it  to  provide  ambulance  services  to  a level  satisfactory 
to  the  medical  community,  law  enforcement  agencies, 
and  the  general  public.” 

With  these  two  changes:  (a)  ambulance  service  is  not 
required  by  state  statute,  and  (b)  we  are  not  necessarily 
obligated  to  support  those  who  provided  ambulance  serv- 
ices in  the  past,  support  is  recommended. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Committee  recommend  to  the  Board  of  Directors 
support  of  this  stand  with  the  two  minor  exceptions;  and 
support  in  fact  the  principle  that  successful  ambulance 
service  has  to  be  subsidized  to  some  degree  by  some 
type  of  governmental  body  whether  it  be  city,  county, 
or  state. 

AMES  PROJECT 

Dr.  Schaller  reported  on  the  progress  of  the  AMES 
program  about  to  be  funded.  Serious  consideration  is 
being  given  and  projects  are  being  undertaken  providing 
hospital  helicopter  landing  areas  for  the  delivery  of  in- 
jured patients.  Pamphlets  are  being  made  available  to 
expedite  the  program.  RECEIVED. 

Industrial  Health 
REPORT 

No  report.  Dr.  Ryan  most  recently  appointed  to  Chair 
this  Section.  Just  as  soon  as  he  is  properly  oriented, 
reports  will  issue  as  indicated. 

Medical  Education 
CHAIRMANSHIP 

Dr.  Payne  reported  that  the  chairmanship  of  this  Sec- 
tion continues  vacant.  Dr.  Meliek  has  asked  to  be  re- 
placed because  of  a conflict.  It  is  the  hope  a member 
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interested  in  continuing  education  will  be  appointed 
soon.  Suggestions  are  being  sought. 

MEDICAL  AND  PARA-MEDICAL  SHORTAGES 
No  report  submitted.  Dr.  Payne  advised  that  it  is  de- 
sirable to  petition  medical  organizations  to  cooperate 
in  the  encouragement  of  young  people  to  go  into  medi- 
cine and  para-medical  fields  and  outline  some  of  the 
programs  that  have  been  utilized.  Much  more  can  be 
done  in  the  para-medical  areas.  RECEIVED. 
CONTINUING  EDUCATION 

Boyden  L.  Crouch,  M.D.,  member  of  the  Section  on 
Medical  Education,  attended  the  National  Conference  of 
State  Medical  Representatives  on  Continuing  Education 
in  Chicago,  November  12  and  13,  1968,  and  submitted 
his  report  which  is  on  file.  AMA  feels  there  is  a crying 
need  for  continuing  education  at  all  levels  of  practice 
and  that  the  thrust  should  come  through  state  associa- 
tions. It  was  pointed  out  that  if  Medicine  does  not  under- 
take this  responsibility,  others  will.  For  example,  in 
Oregon  in  relicensing  physicians,  they  must  show  evi- 
dence of  continuing  education.  In  Brooklyn,  New  York, 
Blue  Cross-Blue  Shield  will  not  pay  for  open  heart  sur- 
gery excepting  in  two  hospitals.  In  New  York,  physician 
participants  in  its  Title  XIX  program  must  show  evi- 
dence in  continuing  education.  Michigan  has  increased 
its  dues  by  $20.00  per  member  to  provide  for  continu- 
ing education  and  Dr.  Crouch  urges  this  be  done  in 
Arizona  even  if  it  is  only  $5.00  per  member  to  get 
started.  It  is  observed  that  a well  organized  and  func- 
tioning program  could  be  self-sustaining  to  the  extent 
of  possibly  90%  through  charge  of  a registration  fee.  It 
is  felt  a program  of  continuing  education  for  Arizona 
should  be  given  high  priority  and  should  be  headed 
by  a paid  physician.  Considerable  discussion  ensued. 
REPORT  AND  ITS  CONTENTS  NOTED. 

LEGALITY  OF  INTERNSHIP 
PRIOR  TO  GRADUATION 

The  Board  of  Medical  Examiners  — State  of  Arizona 
advises  that  it  is  its  position  that  student  interns  engaged 
in  approved  hospital  training  programs  in  Arizona  are 
acceptable  to  the  Board  whether  or  not  they  hold  an 
M.D.  degree.  This  opinion  was  sought  because  of  the 
growing  number  of  medical  students  who  complete  their 
required  course  work  on  accelerated  schedules  as  medi- 
cal school  curricula  are  shortened.  Certain  fourth-year 
medical  students  are  able  to  complete  their  entire  re- 
quired course  work  several  weeks  to  months  before  the 
date  on  which  their  medical  schools  or  universities  cus- 
tomarily award  the  degree.  Thus,  these  individuals  are 
technically  qualified  to  serve  as  interns,  but  may  be 
prevented  from  legal  identification  as  physicians  because 
of  the  technicality  that  the  M.D.  degree  is  only  awarded 
on  a specific  date  sometime  in  the  future.  RECEIVED. 
T/V  MEDICAL  PROGRAMS 

There  appears  no  financial  problem  associate  with 
the  T/V  Medical  Programs,  and  it  is  anticipated  we  will 
complete  the  year  within  the  budget.  RECEIVED. 
Medicine  and  Religion 
AMA  REORGANIZATION 

Rev.  Dr.  Paul  M.  McCleave,  Director,  AMA  Depart- 
ment of  Medicine  and  Religion,  reports  reorganization 
plans  and  assignment  of  Arne  E.  Larson,  Assistant  Direc- 
tor, to  serve  Arizona.  He  has  visited  the  State,  conferred 


with  Dr.  Wagner  and  the  Executive  Secretary,  and  it  is 
anticipated  a satisfactory,  cooperative  working  arrange- 
ment will  ensue.  RECEIVED. 

REPORT 

Dr.  Wagner  filed  his  detailed  report,  briefly  review- 
ing the  high  spots  including  the  monthly  meeting  of  the 
Mohave  County  Medical  Society  in  Kingman,  October- 
fifteenth,  devoted  entirely  to  a program  on  Medicine  and 
Religion;  a breakfast  meeting  November  thirteenth  by 
the  Phoenix  Society  of  Medicine  and  Religion  devoted 
to  tlie  Arizona  Abortion  Law,  its  next  meeting  scheduled 
for  January  thirtieth,  the  subject:  Contraceptives  and  the 
Co-Ed.  A seminar  meeting  is  planned  for  February  next, 
Dr.  Karl  E.  Voldeng  to  participate  with  the  co-sponsor- 
ship  of  the  American  Cancer  Society. 

Exhibit  booth  space  has  been  denied  for  the  forth- 
coming annual  meeting  because  of  space  limitations.  It 
is  the  hope  a seminar  will  be  scheduled  for  the  1970 
annual  meeting. 

AMA  REGIONAL  WORKSHOP 

Authorized  Dr.  Wagner  or  his  representative  to  attend 
the  AMA  Regional  Workshop  in  Salt  Lake  City,  Utah, 
March  29,  1969  at  an  estimated  cost  for  travel  of  $79.80. 

Mental  Health 
REPORT 

In  the  absence  of  the  Chairman,  no  report  submitted. 
PRIVILEGED  COMMUNICATION 

As  previously  reported,  Dr.  Cutts  has  been  invited  to 
attend  the  next  regular  meeting  of  the  Board  of  Direc- 
tors, January  12,  1969,  to  explain  more  clearly  what  is 
involved  as  regards  proposed  legislation,  primarily  in- 
volving psychiatrists,  in  the  area  of  privileged  communi- 
cation. 

AMA  MENTAL  HEALTH  NEWSLETTER 

Nothing  to  report  as  regards  special  activities  planned 
during  the  Fall  of  this  year. 

Perinatal  and  Maternal  Mortality 
NURSE-MIDWIFERY 

In  the  absence  of  the  Chairman,  Dr.  Payne  presented 
materials  prepared  by  the  Arizona  State  Department  of 
Health,  through  its  Maternal  Child  Health  Section,  sub- 
mitted to  the  Arizona  State  Nurses'  Association  and  the 
Phoenix  Obstetrical  and  Gynecological  Society,  develop- 
ed to  present  the  current  status  of  nurse-midwifery  na- 
tionally, and  suggestions  as  to  what  steps  might  be  taken 
to  formally  recognize  nurse-midwifery  in  Arizona.  It  is 
recommended: 

“that  the  Health  Department  encourage  recogni- 
tion of  Nurse-Midwifery  by  one  of  the  above-named 
methods  (by  statutory  change  requiring  legislative  ac- 
tion, or  by  edict  of  the  Health  Department  not  involv- 
ing legislation).  We  would  need  to  make  clear  that 
recognition  does  not  in  any  way  imply  development 
of  nurse-midwifery  in  the  state  in  any  area  where  it 
is  not  desired.  Obviously  joint  action  at  the  local  level 
by  physicians,  hospitals  and  community  including  re- 
cruiting of  a suitably  trained  nurse-midwife  will  be 
necessary  before  any  program  develops.  However,  by 
formally  recognizing  the  nurse-midwife  and  defining 
her  area  of  authority  I believe  we  would  encourage 
strength  of  maternal  and  child  health  teaching,  con- 
sultation, and  supervision  in  Arizona  and  perhaps  be 
able  to  attract  more  of  these  well-trained  individuals 
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into  Arizona  not  necessarily  for  midwife  practice  but 
for  some  of  the  positions  mentioned  in  the  Census  of 
Midwives  for  the  United  States. 

“The  Arizona  State  Nurses’  Association  is  very  much 
interested  in  receiving  formal  recognition  for  nurse- 
midwifes  in  Arizona  if  by  so  doing,  services  to  mothers 
could  be  improved.  The  A.S.N.A.  would  like  to  further 
discuss  this  with  the  parties  concerned  now  with  cer- 
tification of  nurse-midwives.” 

Following  due  discussion,  it  was  determined  to  refer 
this  matter  to  the  county  medical  societies  for  an  opinion 
of  the  membership. 

MIDWIFERY  - HOME  DELIVERY 

Dr.  Payne  advised  that  the  above  subject,  together 
with  that  — “What  is  the  Pattern  of  Home  Delivery  for 
the  Future,”  will  be  on  the  agenda  of  the  ArMA  — 
ASNA  meeting  scheduled  for  Jannary  18,  1969. 

Poison  Control 
REPORT 

Dr.  Antos  reported  a loss  of  two  poison  control  centers 
in  the  outlying  areas  and  a gain  of  two  in  the  metro- 
politan areas  since  the  last  reporting.  It  is  his  feeling 
the  program  is  deteriorating  in  that  it  is  becoming  more 
difficult  to  obtain  a physician  as  director  of  the  centers. 
Many  are  now  being  operated  by  administrators,  super- 
intendents, nursing  personnel  and  clerks  as  directors. 
Most  have  been  located  in  hospitals  and  maintain  24- 
hour  emergency  room  service;  however,  in  the  past  sev- 
eral years  the  trend  has  been  away  from  this.  It  is 
suggested  that  poison  control  centers  be  limited  to  hos- 
pitals maintaining  24-hour  emergency  room  service  or 
limited  to  hospitals  having  24-hour  referral;  also,  instead 
of  allowing  an  unqualified  administrator  or  clerk  to  act 
as  director  or  head  of  a poison  control  center,  the  ap- 
pointment to  such  position  should  be  a staff  appoint- 
ment, designating  that  the  director  be  a clinically  prac- 
ticing physician  from  the  active  staff  only.  Considerable 
thought  is  being  given  this  problem  in  an  endeavor  to 
find  a solution. 

It  was  determined  the  Board  of  Directors  should  be 
informed  of  this  growing  problem. 

Public  Health 
MEMBERSHIP 

Dr.  Ganelin  reports  no  recommendations  as  yet.  Matter 
being  discussed  with  Dr.  Charles  L.  Levison,  Chairman 
of  the  Rural  and  Migrant  Health  Subcommittee.  Will 
report  further  shortly. 

RURAL  HEALTH  CONFERENCE 

Dr.  Levison  advises  he  will  be  unable  to  attend  the 
AMA  22nd  National  Conference  on  Rural  Health,  Phila- 
delphia — March  21  and  22,  1969.  Will  endeavor  to  en- 
courage him  to  prevail  upon  one  of  his  members  to 
substitute. 

HEALTH  RECORD  FORM 

Dr.  Albert  L.  Rhoades,  Chairman  of  the  School  Health 
subcommittee,  has  developed  a standard  health  record 
form  for  use  in  Universities,  Junior  and  Private  Colleges. 
It  is  entirely  adequate  containing  just  about  one-tenth 
of  the  information  appearing  on  most  forms  today,  has 
all  the  essentials  necessary  for  the  purpose,  and  copies 
will  be  prepared  and  distributed  to  the  members  for  re- 
view. Thereafter,  it  can  be  submitted  to  the  Board  of 
Directors  for  approval  and  distribution  to  the  Univer- 
sities and  Colleges. 


CLINICAL  LABORATORIES 

Dr.  Spendlove  reviewed  the  6th  draft  (December  9, 
1968)  of  proposed  Act  providing  for  licensing  and  regu- 
lating clinical  laboratories.  Apparently  agreement  has 
been  reached  excepting  in  the  matter  of  exemptions.  It 
was  requested  that  doctors’  offices  be  exempted.  This  Dr. 
Louis  Hirsch  (Tucson)  objected  to.  He  has  requested  an 
audience  with  the  Board.  He  was  questioned  whether 
he  would  object  if  exemption  would  extend  to  office 
laboratories  having  2-S-4-5  physicians.  It  is  questionable; 
however,  the  draft  now  presented  provides  for  the 
exemption  “if  laboratory  serves  five  or  more  such  persons 
jointly  or  if  the  laboratory  receives  direct  or  indirect 
referred  work  from  any  other  source,  all  provisions  of 
this  article  shall  apply.”  RECEIVED. 

There  is  another  law  which  relates  to  licensing  of 
laboratory  technicians.  While  there  may  not  be  too  much 
objection  thereto,  it  was  pointed  out  too  much  author- 
ity is  placed  in  the  hands  of  the  licensing  council  which 
does  not  include  a physician.  This  would  be  objection- 
able and  should  include  a physician.  RECEIVED. 

ARIZONA  STATE  DEPARTMENT 
OF  HEALTH 

On  invitation  of  the  Professional  Committee,  John  R. 
Phillips,  D.D.S.,  Chairman  of  the  Arizona  State  Board  of 
Health,  appeared  before  it.  He  apprised  the  members 
present  of  the  current  composite  of  the  Board  member- 
ship, its  functions  and  duties.  At  the  request  of  the  Com- 
mittee, he  outlined  the  activities  of  the  Arizona  State 
Department  of  Health  and  reviewed  its  responsibilities 
and  programs.  Question  was  raised  as  regards  proposed 
legislation  to  create  a new  healtli  and  rehabilitation 
agency  and  this  was  discussed. 

DR.  PHILLIPS  LEFT  THE  MEETING  AT  THIS 
POINT. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Professional  Committee  suggest  to  the  Board  of  Di- 
rectors that  prompt  personal  intervention  with  the  Gov- 
ernor be  carried  out  to  insure  a fair  hearing  on  the 
health  department  question;  that  this  be  done  on  a dip- 
lomatic-type basis,  possibly  person  to  person  basis;  and 
if  this  does  not  come  about,  the  Governor  should  under- 
stand we  (ArMA)  will  conduct  our  own  hearing. 

Safety 

REPORT 

In  the  absence  of  the  Chairman,  no  report  submitted. 

Woman’s  Auxiliary 
REPORT 

In  the  absence  of  the  Chairman,  no  report  submitted. 

COMMUNICATIONS 
MARYVALE  COMMUNITY  HOSPITAL- 
ER COVERAGE 

Because  of  time  limitation  and  necessity  for  vacation 
of  the  meeting  room,  this  subject  submitted  by  Philip 
Siegel,  M.D.,  will  be  considered  at  the  next  meeting. 
MEETING  ADJOURNED  AT  5:45  P.M. 

John  P.  Heileman,  M.D. 

Secretary 

by 

Robert  Carpenter 
Executive  Secretary 
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AD  HOC  COMMITTEE  ON 
RESOLUTION  NO.  6 

Meeting  of  the  Ad  Hoc  Committee  on  Resolution 
No.  6 (abortion)  of  The  Arizona  Medical  Association,  Inc., 
held  Sunday,  December  15,  1968,  in  the  Central  Offices 
of  the  Association,  4601  North  Scottsdale  Road,  Scotts- 
dale, Arizona,  convened  at  10:45  A.M.,  William  E.  Davis, 
M.D.,  Acting  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Crisp,  Jr.,  William  E.;  Davis,  Wil- 
liam E.,  Acting  Chairman;  Hirseh,  Frederick  Satten- 
spiel,  Edward;  Van  Epps,  Charles  E. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Drs.  Dudley,  Arthur  V.,  President;  Flynn, 
Richard  O.,  President-Elect;  Heilman,  John  P.,  Secre- 
tary; Lacock,  Robert  R.;  Pent,  David;  Pollock,  Herbert 
E;.  Rhu,  Jr.,  Hermann  S.,  Chairman. 

INTRODUCTION 

Because  of  the  illness  of  the  Chairman,  Hermann  S. 
Rhu,  Jr.,  M.D.,  he  has  asked  and  William  E.  Davis, 
M.D.,  has  accepted  and  assumed  the  position  of  Acting 
Chairman  for  this  meeting  which  was  called  to  order. 

PSYCHIATRISTS  VIEWPOINT  TOWARD 
ABORTION 

Dr.  Davis  reported  that  he  had  contacted  Richard  H. 
Bruner,  M.D.,  First  Vice  President  of  the  Arizona  Psy- 
chiatric Society,  and  was  advised  that  that  Society  had 
endorsed  in  principle  the  abortion  legislation  (S.B.  75) 
as  introduced  in  1968  during  the  Second  Regular  Ses- 
sion of  the  28th  Arizona  Legislature. 

It  was  further  reported  diat  the  Phoenix  Psychiatric 
Council  in  1966,  by  unanimous  vote,  approved  the  revi- 
sion of  the  therapeutic  abortion  law;  the  Tucson  Psychia- 
tric group  has  also  endorsed  specifically  S.B.  75.  On  a 
statewide  basis,  it  is  felt  that  the  psychiatrists  appear  to 
be  in  favor. 

One  of  the  contentions  was  that  the  previous  bill  was 
too  broad,  too  all-inclusive.  Should  a change  in  this  area 
make  the  difference  between  securing  passage  or  not 
securing  passage  of  a bill,  instead  of  saying:  It  would 
be  detrimental  to  the  mental  health,  say:  It  would  prob- 
ably cause  a psychiatric  illness  or  aggravate  a pre- 
existing psychiatric  illness. 

ArMA'S  POSITION  AND  PLANS  FOR 
ABORTION  LEGISLATION 

ArMA  House  Resolution  No.  9-68  directed  this  Asso- 
ciation to  support  legislation  in  favor  of  therapeutic  abor- 
tion. The  Legislative  Committee  did  consider  the  sub- 
ject and  determined  to  ascertain  cost  of  obtaining  a valid 
opinion  survey  taken  of  the  people  of  Arizona  as  to 
how  they  felt  with  respect  to  a liberalized  therapeutic 
abortion  law.  Should  the  result  be  overwhelmingly  or 
substantially  in  favor  of  such  statute  revision,  the  evi- 
dence might  be  used  effectively  with  the  Legislature. 
Should  such  procedure  be  ineffective  with  the  Legis- 
lature, then  consideration  could  be  given  to  the  possi- 
bility of  pursuing  a course  through  the  “initiative”  pro- 
cedure giving  opportunity  for  the  people  to  vote  on  the 
issue.  It  was  ascertained  that  an  opinion  survey  would 
approximate  a cost  of  $20,000.00.  Should  it  be  possible 
to  arrange  to  include  a series  of  questions  relating  to 
the  subject  on  some  other  opinion  survey  being  con- 


ducted by  another  party  at  the  appropriate  time,  which 
appears  possible,  this  would  substantially  reduce  the  cost 
to  ArMA. 

It  was  stated  that  there  should  not  be  any  legislation 
relating  to  therapeutic  abortion,  it  should  be  left  to 
medical  judgment.  However,  barring  that,  thought  should 
be  given  as  to  how  you  can  control  it  without  being 
specific.  The  following  permissive  legislation  is  sug- 
gested: 

“With  patient  consent,  a therapeutic  abortion  can 

be  performed  by  a physician  licensed  by  the  State  of 

Arizona,  provided: 

1 . The  therapeutic  abortion  is  done  in  a hospital  ap- 
proved by  the  State  of  Arizona  and  the  Joint  Com- 
mission of  Hospital  Accreditation;  and 

2.  The  therapeutic  abortion  has  been  approved  by  the 
Therapeutic  Abortion  Committee  of  the  hospital  in 
which  the  abortion  will  be  done. 

“All  other  induced  abortions  will  be  considered  a 

felony.” 

Considerable  discussion  ensued  evaluating  the  pros 
and  cons  of  such  measure.  The  history  of  previous  legis- 
lative effort  and  bills  introduced  in  1967  (S.B.  26)  and 
again  in  1968  (S.B.  75)  were  reviewed  at  length.  It  did 
not  appear  success  could  be  achieved  in  1969  to  have 
enacted  a revision  of  the  Arizona  therapeutic  abortion 
law;  therefore,  the  route  of  the  initiative  petition  is  open. 
There  is  hope  this  subject  will  be  included  along  with 
an  opinion  survey  now  being  considered.  A decision  is 
anticipated  shortly.  With  this  in  mind,  Dr.  Rhu  asks  that 
the  Committee  give  thought  to  and  develop  questions 
to  be  included.  They  are  as  follows: 

1.  Does  a woman  have  the  right  under  certain  condi- 
tions to  have  an  abortion? 

2.  Would  you  support  a change  in  the  Arizona  law 
to  allow  a therapeutic  abortion  under  the  control 
of  a Therapeutic  Abortion  Committee  of  qualified 
physicians  in  accredited  hospitals. 

3.  Do  you  think  a therapeutic  abortion  should  be  legal 
in  the  following  cases: 

(a)  Where  the  health  of  the  mother  is  in  danger? 

(b)  Where  the  child  may  be  born  seriously  de- 
formed? 

(c)  If  the  pregnancy  is  the  result  of  rape  or  incest? 

It  is  the  consensus  that  should  effort  fail  to  realize 

ArMA  participation  in  the  proposed  outside  opinion  sur- 
vey, then  consideration  should  be  given  to  developing 
a survey  through  possibly  the  Arizona  Republic  and  the 
Tucson  Daily  Star,  as  a public  service  or  as  paid  adver- 
tisement. 

It  was  further  determined  that  we  ascertain  how  the 
legislators  (Maricopa  and  Pima)  feel  toward  revision  of 
the  abortion  law  in  the  coming  session  of  the  Legislature 
and  seek  their  advice. 

CHAIRMANSHIP 

It  is  recommended  to  the  Board  of  Directors  by  the 
Ad  Hoc  Committee  on  Resolution  No.  6,  at  the  request 
of  Hermann  S.  Rhu,  Jr.,  M.D.,  that  he  be  relieved  of 
the  chairmanship  of  this  committee  and  that  William 
E.  Davis,  M.D.  (Tucson),  presently  a member  thereof, 
be  so  designated  chairman. 

MEETING  ADJOURNED  AT  12:30  P.M. 

John  P.  Heileman,  M.D. 

Secretary 
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ARTICLES  OF  INCORPORATION 
AND  BYLAWS  COMMITTEE 

Meeting  of  the  Articles  of  Incorporation  and  Bylaws 
Committee  of  The  Arizona  Medical  Association,  Inc., 
held  in  the  Pro  Shop  of  Marriott’s  Camelback  Inn,  5402 
East  Lincoln  Drive,  Scottsdale,  Arizona,  Sunday,  Janu- 
ary 12,  1969,  convened  at  8:00  A.M.,  Charles  E.  Hender- 
son, M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Dudley,  Jr.,  Arthur  V.,  President; 
Dysterheft,  Arnold  H.,  Past-President;  Flynn,  Richard  O., 
President-Elect;  Heileman,  John  P.,  Secretary;  Hender- 
son, Charles  E.,  Chairman;  Steen,  William  B. 

Staff:  Carpenter,  Robert,  Executive  Secretary;  Robin- 
son, Bruce  E.,  Assistant  Executive  Secretaiy. 

EXCUSED:  Dr.  Meyer,  Karl  L. 

MINUTES 

Approved  minutes  of  the  Articles  of  Incorporation  and 
Bylaws  Committee  meeting  held  December  17,  1967 . 

CHAPTER  II  — MEMBERSHIP 

Section  3.  Classes  of  Membership 

The  following  amendment  was  suggested  to  be  recom- 
mended to  the  Board  of  Directors  of  this  Association  in 
order  that  an  appropriate  resolution  might  be  authorized 
prepared  for  introduction  into  the  House  of  Delegates  at 
its  forthcoming  meeting. 

(D)  Service  Members 

After  recommendation  by  a county  society,  the 
Board  may  elect  as  service  members  doctors  of 
medicine  who  are  full-time  medical  employees  of 
[the  United  States,  of  Arizona,  or  of  any  county  or 
municipal  government  of  Arizona]  GOVERNMEN- 
TAL OR  OTHER  RECOGNIZED  ACCREDITED 
MEDICAL  INSTITUTIONS.  They  must  be  resident 
in  the  State  of  Arizona. 

Rights.  Service  members  shall  have  all  the  rights 
and  privileges  of  active  members  except  the  right  to 
serve  as  Delegates,  or  to  hold  elective  office.  They 
shall  pay  one-quarter  the  dues  of  active  members. 

Considerable  discussion  ensued  regarding  the  direc- 
tive of  the  Board  of  Directors  in  meeting  held  July  14, 
1968,  requesting  the  Committee  to  define  “full-time 
medical  employees’’  of  non-governmental  institutions. 
Likewise,  the  urging  of  the  American  Medical  Association 
that  constituent  State  Association  bylaws  as  they  per- 
tain to  membership  be  revised  to  accomplish  uniformity 
between  the  national  and  state  associations. 

It  was  determined  that  action  be  deferred  in  this  re- 
gard until  the  Committee  membership  has  opportunity 
to  generally  review  all  membership  classifications  pro- 
vided in  the  bylaws  of  this  Association  compared  with 
those  of  AMA  with  the  thought  of  conformity  one  with 
the  other.  Time  is  of  the  essence  and  it  was  suggested 
that  a meeting  of  this  committee  be  called  in  early 
February. 

CHAPTER  VI  — BOARD  OF  DIRECTORS 

Section  9.  Executive  [Secretary]  DIRECTOR;  Offices 

Approved  the  following  amendment  and  recommends 
to  the  Board  of  Directors  of  this  Association  that  an  ap- 
propriate resolution  be  authorized  prepared  for  intro- 
duction in  its  House  of  Delegates  at  its  forthcoming 
meeting: 


The  Board  may  employ  an  Executive  [Secretary] 
DIRECTOR,  who  need  not  be  a physician,  and  such 
other  assistants  and  employees  as  it  may  deem  neces- 
sary to  facilitate  and  carry  out  the  work  of  the  Asso- 
ciation, and  shall  specify  their  salaries  and  terms  of 
employment.  The  Executive  [Secretary]  DIRECTOR 
shall  be  under  the  direction  of  the  Association  Secre- 
tary, but  shall  have  the  supervision  of  all  other  em- 
ployees and  shall  serve  as  office  manager  of  the  Asso- 
tion. 

The  Board  shall  also  make  provision  for  appropriate 
offices,  furniture,  fixtures  and  supplies  therefor  for 
the  Association,  its  Executive  [Secretary]  DIRECTOR, 
assistants,  and  employees. 

CHAPTER  IX  — DUES  AND 
ASSESSMENTS 

Section  6.  Refunds 

The  Board  of  Directors  in  meeting  held  July  14, 
1968,  instructed  this  Committee  to  look  into  a further 
change  in  the  bylaws  to  make  the  benefit  under  “death” 
correspond  with  those  provided  for  “Armed  Forces” 
services  and  “approved  residency  or  other  postgraduate 
training  program,”  it  being  understood  that  such  refunds 
shall  be  by  request  only  as  currently  provided. 

Annual  dues  PAID  may  be  refunded  to  [an  active] 
a member  or  the  family  of  a deceased  [active]  mem- 
ber, with  the  approval  of  both  the  County  Medical 
Society  and  the  Board  of  Directors,  [provided  said 
dues  were  paid  between  January  first  and  prior  to  the 
established  dues  delinquency  date  of  the  year  due,],  in 
instances  [within  said  period]  of  (a)  death  of[an  active] 
A member,  or  (b)  having  entered  either  the  Armed 
Forces  or  an  approved  residency  or  other  postgradu- 
ate training  program,  or  (c)  for  other  acceptable  sea- 
sons. Those  [active]  members  having  paid  their  annual 
dues,  entering  either  the  Armed  Forces  or  an  approved 
residency  or  other  postgraduate  training  program  [atfer 
the  established  dues  delinquency  date]  on  request 
therefor,  with  the  approval  of  both  the  County  Medi- 
cal Society  and  the  Board  of  Directors,  may  have  full 
annual  dues  refunded  to  July  first,  one-half  annual 
dues  refunded  to  November  first,  and  no  refund  after 
November  first. 

While  the  above  suggestion  generally  follows  the  in- 
tent of  the  Board,  further  modification  is  recognized 
to  clarify  method  of  refund  to  a family  of  a deceased 
member,  i.e.  full  dues  refund  to  July  first,  one-half  dues 
refund  to  November  first,  no  dues  refund  after  Novem- 
ber first. 

Considerable  discussion  ensued  and  question  was  raised 
as  to  whether  provision  should  be  made  for  any  refunds. 
It  was  observed  that  no  provision  is  set  forth  in  the  AMA 
bylaws  for  refunds;  further,  in  the  instance  of  “hardship” 
of  a member,  provision  is  made  for  membership  classi- 
fication change  providing  exemption  in  the  payment  of 
dues;  and,  in  the  instance  of  “death”  of  a member,  should 
there  be  family  hardship  (only  two  such  cases  having 
been  presented  during  the  period  1950  to  date)  on 
proper  authorization  the  Board  may  determine  to  refund 
dues  in  an  amount  specified,  payment  to  be  made  out 
of  its  “Benevolence  Fund”  which  was  the  determina- 
tion in  the  most  recent  case  of  hardship  following  death. 
It  was  determined  that  Section  6.  Refunds,  of  Chap- 
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ter  IX  — Dues  and  Assessments,  be  deleted,  it  being 
the  considered  opinion  of  the  members  present  that  re- 
funds should  not  be  provided  for.  Should  the  House  of 
Delegates  not  approve  of  such  determination,  then  a 
resolution  could  be  introduced  providing  for  the  amend- 
ment herein  above  set  forth  as  may  be  modified. 

COMMUNICATIONS 

Osteopathy 

The  AMA  House  of  Delegates  in  Clinical  Convention 
held  in  Miami  Beach,  Florida,  December  1 through  4, 
1968,  to  assure  the  provision  of  the  best  possible  health 
care  to  the  American  people,  adopted  the  following 
objectives:  to  “make  available  to  students  and  graduates 
in  osteopathy,  education  of  the  same  high  standards  as 
prevail  in  undergraduate,  graduate  and  continuing  edu- 
cational programs  in  medicine;  provide  avenues  whereby 
qualified  osteopaths  may  be  assimilated  into  the  main- 
stream of  medicine.” 

To  achieve  those  objectives,  the  AMA  recommends 
that  each  school  of  osteopathy  improve  its  teaching  pro- 
gram by  strengthening  its  faculty  and  improving  its  faci- 
lities and  resources;  invites  schools  of  osteopathy  and 
their  accrediting  agencies  to  consult  with  the  AMA  and 
the  Association  of  American  Medical  Colleges;  suggests 
that  accredited  hospitals  may  accept  qualified  osteopaths 
on  medical  staffs;  suggests  that  medical  specialty  boards 
may  accept  osteopaths  for  examination  if  they  have  com- 
pleted AMA-approved  internships  and  residency  pro- 
grams and  have  met  other  regular  requirements;  requests 
that  as  specialty  boards  declare  intent  to  permit  exam- 
ination of  osteopathic  graduates,  appropriate  AMA-ap- 
proved residency  programs  be  opened  to  qualified  osteo- 
pathic graduates;  suggests  opening  AMA-approved  in- 
ternships to  qualified  osteopathic  graduates;  recommends 
that  determination  of  qualification  be  made  at  the  level 
of  the  medical  staff,  the  county  medical  society  or  the 
review  committees  and  boards  having  appropriate  juris- 
diction; and  suggests  that  AMA,  state  and  county  societies 
and  other  affected  organizations  “may  proceed  to  make 
such  constitution  and  bylaw  changes  as  are  necessary 
to  implement  the  foregoing.” 

The  House  also  “suggests  that  each  county  and  state 
medical  society  may  accept  qualified  osteopaths  as  ac- 
tive members  and  thereby  provide  for  their  member- 
ship in  the  American  Medical  Association”  and  instructed 
the  Council  on  Constitution  and  Bylaws  to  prepare  “ap- 
propriate Bylaw  amendments  so  that  qualified  Doctors 
of  Osteopathy  may  be  admitted  to  full  active  member- 
ship” in  the  AMA. 

It  was  considered  wisdom  to  await  final  action  of 
the  AMA  House  in  modifying  its  bylaws  to  achieve  the 
objective  before  any  attempt  be  made  to  recommend 
a change  in  our  bylaws. 

Membership  Classifications 

The  AMA  urged  state  and  county  medical  societies 
to  establish  uniform  membership  classifications  based  on 
AMA  membership  categories  described  in  its  bylaws. 
RECEIVED. 

CHAPTER  VIII— HOUSE  OF  DELEGATES 

Section  10.  Order  of  Business  for  Annual  Meeting 

Dr.  Henderson  pointed  out  that  in  connection  with 
the  Second  Session  of  the  House  of  Delegates,  consider- 
able time  might  be  conserved  by  a rearrangement  of 


the  Call  for  Report  of  the  Committee  on  Nominations. 
The  fifth  item  on  the  agenda  reads  as  follows: 

(e)  Report  of  the  Committee  on  Nominations,  nomin- 
ations from  the  floor  and  election  of  officers  ex- 
cept for  the  nomination  and  election  of  those  of- 
ficers provided  for  in  subsection  “j”  hereof. 

Item  (j)  reads  as  follows: 

(j)  Report  of  Committee  on  Nominations,  nominations 
from  the  floor,  and  election  of  District  Directors 
and  Alternate  Delegate(s)  to  the  American  Medi- 
cal Association 

It  was  believed  that  considerable  time  could  be  con- 
served if  this  Second  Report  of  the  Committee  on  Nom- 
inations be  called  for  at  an  earlier  period  in  the  pro- 
ceedings, possibly  immediately  after  the  report  of  the 
Committee  on  Amendments  or  during  the  report  of  the 
Committee  on  Resolutions.  The  second  election  purpose- 
ly follows  the  first  mentioned  in  order  that  members 
nominated  for  the  election  of  officers  other  than  District 
Directors  and  Alternate  Delegates  to  AMA  failing  to  be 
elected  may  be  considered  in  the  latter  group. 

It  was  determined  that  this  situation  could  best  be 
handled  by  the  Speaker  of  the  House,  requesting  a vote 
by  the  House  to  modify  the  Rules  of  Order  of  the  Day, 
which  unquestionably  would  be  favorably  considered 
for  this  purpose,  thereby  precluding  the  need  for  a 
change  in  the  bylaws  in  this  instance. 

MEETING  ADJOURNED  AT  9:20  A.M. 

John  P.  Heileman,  M.D. 

Secretary 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  January  12,  1969, 
in  the  Town  Hall  of  Marriott’s  Camelback  Inn,  5402 
East  Lincoln  Drive,  Scottsdale,  Arizona,  convened  at 
10:05  A.M.,  Fred  H.  Landeen,  M.D.,  Vice  President  and 
Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Czerny,  Everett  W.;  Dew,  Philip  E., 
Treasurer;  Dudley,  Jr.,  Arthur  V.,  President;  Dyster- 
heft,  Arnold  H.,  Past-President;  Finke,  Howard  W.; 
Flynn,  Richard  O.,  President-Elect;  Grobe,  James  L.; 
Heileman,  John  P.,  Secretary;  Henderson,  Charles  E.; 
Jarrett,  Paul  B.;  Landeen,  Fred  H.,  Vice  President  &: 
Chairman;  Moody,  Deward  G.;  Price,  Robert  A.;  Satten- 
spiel,  Edward;  Schoen,  Roland  F.;  Scott,  William  C.: 
Shapiro,  Seymour  I.;  Standifer,  John  T.:  Steen,  William 
B.;  Young,  Woodson  C. 

Counsel:  Mr.  Jacobson,  Edward. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary 
— ArMA;  Robinson,  Bruce  E.,  Assistant  Executive  Secre- 
tary — ArMA;  Boykin,  Paul  R.,  Executive  Secretary  — 
BOMEX. 

Guests:  Drs.  Chesser,  Ian  M.,  Chairman  — Medical 
Economics  Committee;  Cutts,  Robert  I.,  Chairman  — 
Section  on  Mental  Health  — Professional  Committee; 
Findlay,  Francis  M.,  President  — Pinal  County  Medical 
Society;  Hirseh,  Louis,  Representing  Arizona  Patholog- 
ists; Jarvis,  Thomas  B.,  President  — Gila  County  Medical 
Society;  Kahle,  John  F.,  Chairman  — ArMPAC  Board  of 
Directors;  Payne,  William  G.,  Chairman  — Professional 
Committee;  Spanier,  Manus  1L,  President  — Yavapai 
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County  Medical  Society;  Wilson,  John  A.,  President  — 
Pima  County  Medical  Society. 

Messrs.  Gonzales,  Bennie  M.,  Architect;  Defiel,  Mich- 
ael B.,  Architect;  Morrison,  Dave,  Asst.  Director  — AMA 
Field  Division;  Fisher,  Charles,  President,  Armada  As- 
surance Agency. 

EXCUSED:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack 
E.;  Cloud,  Daniel  T.;  Rhu,  Jr.,  Hermann  S. 

WELCOME 

A quorum  being  present,  Dr.  Landeen  called  the 
meeting  to  order  extending  a cordial  welcome  to  the 
guests  in  attendance  and  introduced  each. 

MINUTES 

Appoved  minutes  of  the  meeting  of  the  Board  of  Direc- 
tors of  this  Association  held  November  10,  1968. 

BUILDING  COMMITTEE 

Plan  Presentation 

Mr.  Bennie  M.  Gonzales  and  his  associate,  Mr.  Michael 
B.  Defiel,  architects,  were  present  and  presented  plans 
for  the  proposed  headquarters  building  construction 
project.  The  first  floor  plan  provides  7,280  square  feet. 
On  the  basis  of  costs,  it  is  recommended  that  a so-called 
one-half  basement  be  included  which  will  be  unfinished 
without  furnishings  or  carpeting,  but  including  lighting 
and  refrigeration.  Actually,  this  will  provide  a full  day- 
light basement  of  an  additional  7,280  square  feet  (total 
14,560  square  feet),  and  can  be  constructed  now  at  an 
adidtional  cost  of  between  $8.00  and  $9.00  per  square 
foot.  A second  story  constructed  in  the  future  would 
involve  an  expenditure  between  two  and  three  times 
this  cost  taking  into  account  constantly  rising  building 
costs.  This  total  square  foot  area  should  provide  ade- 
quate accommodations  for  between  ten  and  twenty 
years  into  the  future. 

Proposition  No.  1,  as  presented,  provides  for  the 
total  square  footage  of  14,560.  Construction  cost  is  esti- 
mated at  $220,000.00.  Cash  on  hand  is  $95,752.00  re- 
flecting a need  from  other  sources  of  $124,248.00.  The 
Executive  Committee  recommends  funding  out  of  Asso- 
ciation reserve  funds  rather  than  borrowing  from  a 
financial  institution  which  is  the  conclusion  reached 
by  the  Building  Committee. 

Mr.  Gonzales  stated  upon  inquiry  that  occupancy, 
short  of  any  major  problems  encountered,  would  be 
March  1,  1970,  providing  a leeway  of  four  months. 

Dr.  Price  reviewed  the  deliberations  of  the  Building 
Committee  in  detail,  pointing  out  that  with  the  archi- 
tect’s present  recommendation  as  regards  the  inclusion 
of  a one-half  basement,  this  additional  7,280  square 
feet  is  in  excess  of  the  original  ideas  considered  by  the 
Committee.  Currently,  the  Association  is  occupying  2,400 
square  feet.  The  initial  7,280  square  feet  considered 
is  about  three  times  present  floor  area  providing  for 
immediate  expansion  indicated.  Future  expansion  over 
and  above  the  initial  7,280  square  feet  was  considered 
by  possibly  adding  a second  story  on  top  of  the  build- 
ing. Cost  savings  doing  the  total  job  now  as  recom- 
mended by  the  architects  with  the  unfinished  basement 
is  recognized  and  the  now  proposed  plan  has  the  en- 
dorsement of  the  Building  Committee.  It  is  the  belief 
the  Association  can  finance  this  short  of  any  major 
problems  encountered;  however,  should  such  problem(s) 
occur,  it  may  be  necessary  in  years  ahead  to  mortgage 


the  building  or  raise  dues,  neither  of  which  is  now  con- 
templated. 

It  was  regularly  moved  and  carried  that  we  approve 
Proposition  No.  1,  as  recommended  in  the  Building  Com- 
mittee report  to  the  Association  (Dr.  Moody  voting  in 
the  negative). 

It  was  regularly  moved  and  carried  that  the  funding 
(of  Proposition  No.  1)  be  from  ourselves  (the  Associa- 
tion) rather  than  (from)  lending  agencies. 

Special  Assessments 

It  was  reported  there  are  thirty  (30)  special  building 
assessment  delinquents  to  date.  Listed  are  two  (2)  mem- 
bers in  Coconino  Society;  three  (3)  in  Gila;  one  (1)  in 
Greenlee;  eleven  (11)  in  Maricopa;  twelve  (12)  in  Pima; 
and  one  (1)  in  Santa  Cruz.  It  was  agreed  members  of 
the  Board  would  contact  these  individuals  to  realize 
early  reinstatement. 

Gila  County  Medical  Society  requests  exemption  from 
the  payment  of  the  special  building  assessment  for  W. 
Alan  Randolph,  M.D.;  further,  that  all  members  of  that 
society  be  exempted  therefrom;  and  that  in  instances 
where  its  members  have  previously  paid,  such  pay- 
ments be  refunded.  It  was  pointed  out  the  special  assess- 
ment was  levied  by  the  action  of  the  House  of  Dele- 
gates. The  Board  did  not  consider  itself  in  position  to 
make  exceptions  under  the  circumstances,  especially 
since  provision  is  made  for  annual  payments  of  $15.00. 
DENIED. 

Santa  Cruz  County  Medical  Society  requests  exemp- 
tion from  the  special  assessment  for  Henri  S.  Denninger, 
M.D.  DENIED. 

LEGISLATIVE  COMMITTEE 

Clinical  Laboratories 

Dr.  Louis  Hirsch,  Chairman  of  the  Legislative  Com- 
mittee of  the  Arizona  Society  of  Pathologists,  compris- 
ing a membership  of  about  fifty  pathologists,  appeared 
before  the  Board  to  discuss  proposed  legislation  pro- 
viding for  licensing  and  regulating  clinical  laboratories. 
Draft  No.  6,  prepared  by  the  Arizona  State  Department 
of  Health,  was  the  subject  of  discussion.  For  a number 
of  years  pathologists  have  opposed  such  legislation. 
Since  the  Federal  Government  has  become  involved,  it 
has  been  the  decision  to  take  an  active  part  in  directing 
such  development.  Bills  provide  for  certain  exemptions. 
Pathologists  oppose  all  such  exemptions  with  the  excep- 
tion of  federal  laboratories  over  which  they  have  no 
control.  The  present  draft  in  question  provides  exemp- 
tion of  laboratories  serving  four  or  less  persons  jointly 
banding  together  to  provide  laboratory  services  for  their 
patients  only.  The  pathologists  feel  there  should  be  no 
exceptions. 

It  is  the  feeling  of  the  Board  that,  until  such  time  as 
the  pathologists  and  other  parties  concerned  are  in 
agreement  with  a measure  proposed,  it  is  not  in  position 
to  act.  It  was  suggested  that,  when  that  time  is  reached, 
the  bill  with  any  recommendations,  should  be  referred 
to  the  Legislative  Committee  of  this  Association  for  con- 
sideration. 

It  was  regularly  moved  and  unanimously  carried  that 
this  entire  matter  be  referred  to  the  Legislative  Com- 
mittee. 

Chapter  13  — Medicine  & Surgery 

John  W.  Allen,  M.D.  (D.O.)  [California],  by  letter 
dated  November  19,  1968,  seeks  information  as  to 
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whether  this  Association  would  be  interested  in  spon- 
soring legislation  amending  the  Medicine  and  Surgery 
Act  (Chapter  13  A.R.S.)  to  provide  Arizona  licensure  for 
Doctors  of  Osteopathy,  also  designated  Doctors  of  Medi- 
cine (without  having  obtained  such  degree  awarded  by 
an  approved  school  of  medicine);  further,  if  opposed, 
would  there  be  opposition  to  a private  citizen  initiating 
such  change  in  the  law.  Dr.  Allen  graduated  from  the 
College  of  Osteopathic  Physicians  and  Surgeons  (Cali- 
fornia) in  1961;  received  an  M.D.  Degree  awarded  in 
1962;  interned  at  Los  Angeles  County  General  Hos- 
pital; completed  three  years  of  approved  medical  train- 
ing in  Internal  Medicine  there  and  a one  year  fellowship 
in  cardiology  at  White  Memorial  Medical  Center  in  Los 
Angeles;  is  on  the  attending  staff  at  the  latter  hospital 
and  the  USC  Medical  Center.  Recently  he  has  been 
notified  he  passed  the  written  Internal  Medicine  Board 
examination  and  awaits  the  oral  examination. 

Recognizing  the  overwhelming  problems  involved  at 
this  time,  no  action  taken. 

Occupational  Licensing 

The  Legislative  Committee  of  this  Association  at  its 
last  meeting  concerned  itself  regarding  H.B.  20,  intro- 
duced in  the  Second  Regular  Session  of  the  28th  Arizona 
State  Legislature,  providing  for  the  consolidation  of  a 
number  of  licensing  boards  into  a State  Department  of 
Occupational  Licensing.  It  was  opposed  by  this  Associa- 
tion. It  was  proposed  to  the  Board  of  Directors  and 
authorized  by  that  body  that  a “position  paper”  be  pre- 
pared which  would  indicate  those  items  which  must 
be  assumed  by  and  are  the  exclusive  responsibility  of  the 
doctor  of  medicine  or  can  only  best  be  performed  by 
the  doctor  of  medicine,  not  to  be  released  until  specific- 
ally directed.  Counsel  prepared  such  paper  and  review- 
ed its  content.  It  will  be  held  for  future  use,  if  and 
when  indicated. 

GROUP  ACCIDENT  & SICKNESS 
INSURANCE  CONTRACT 

Commercial  Insurance  Co.  of  Newark 

Mr.  George  B.  Littlefield,  Group  Representative,  Na- 
tional Casualty  Company  and  Commercial  Insurance 
Company,  and  Mr.  Richard  H.  Dutwiler,  General  Man- 
ager, National  Casualty  Company,  were  present  on 
invitation,  expressing  the  desire  of  the  Commercial  In- 
surance Company  to  withdraw  from  the  writing  of  the 
supplemental  Group  Accident  and  Sickness  Insurance 
contract  SGD-660.  All  members  insured  will  be  offered 
a duplication  of  present  benefits  through  the  Master 
Contract  held  by  this  Association,  underwritten  by  Na- 
tional Casualty  Company  of  Detroit.  A “fact  sheet’  was 
presented  setting  forth  the  conditions  of  transfer,  re- 
viewed and  thoroughly  discussed. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Secretary  (of  The  Arizona  Medical  Association,  Inc.) 
be  directed  to  sign  the  necessary  waivers  and  riders  to 
accomplish  transfer  of  our  members  (presently  covered 
by  Commercial)  from  Commercial  Insurance  Company 
of  Newark  to  the  National  Casualty  Company  of  Detroit 
(program). 

It  was  regularly  moved  and  unanimously  carried  that 
the  Commercial  Insurance  Company  of  Newark  be  grant- 
ed a waiver  of  that  part  of  its  contract,  SGD-660,  which 
requires  ninety-days  notice  to  each  insured  member 


before  any  change  could  be  made  in  benefits,  rates  or 
coverage;  and  that  notice  to  each  insured  member  is 
to  be  mailed  at  the  earliest  possible  date  to  make  each 
individual  aware  that  a transfer  of  Group  Accident  and 
Sickness  coverage  will  occur  March  10,  1969. 

National  Casualty  Co.  of  Detroit 

It  is  proposed,  to  accommodate  special  requirements 
of  approximately  forty  doctors  who  are  members  of  the 
staff  of  the  T ueson  Clinic,  that  the  Master  Contract  held 
by  this  Association,  underwritten  by  the  National  Cas- 
ualty Company  of  Detroit,  be  modified  to  accomplish 
the  objective  (longer  waiting  period  — lesser  premium 
cost). 

It  was  regularly  moved  and  unanimously  carried  that 
proper  action  be  taken  for  the  benefit  (of  members)  of 
the  Tucson  Clinic  or  other  interested  groups  or  indi- 
viduals (associate  with  the  National  Casualty  Company 
Master  Contract;  to  accommodate  special  requirements). 

PROFESSIONAL  COMMITTEE 

Dr.  Payne,  Chairman  of  the  Professional  Committee, 
was  invited  and  did  attend  this  meeting.  He  reviewed 
the  following  subjects: 

Athletic  Medicine 

Richard  J.  Toll,  M.D.,  (Tucson)  accepts  Board  Ap- 
pointment 1968-69  and  chairman  of  Section  on  Athletic 
Medicine.  RECEIVED. 

Emergency  Care 

Drs.  Frederick  E.  Beckert  (Phoenix),  Paul  B.  Jarrett 
(Phoenix),  Howard  H.  Johnston  (Phoenix),  Sherman  W. 
Thorpe  (Mesa),  Robert  D.  Martin  (Tempe),  James  L. 
Schamaden,  (ASU-Tempe),  Kenneth  L.  Huffman  (Mesa), 
Henry  P.  Limbacher  (Tucson),  and  Bernard  W.  Simons, 
Jr.  (Tucson)  accept  Board  appointment  to  membership 
on  AMES  (Air  Medical  Evacuation  System)  Steering 
Committee.  RECEIVED. 

Industrial  Health 

Eugene  Ryan,  M.D.  (Phoenix),  accepts  Board  appoint- 
ment 1968-71  and  chairmanship  of  Section  on  Industrial 
Health.  RECEIVED. 

Medical  Education 

Robert  E.  T.  Stark,  M.D.  (Director  of  Medical  Educa- 
tion, Good  Samaritan  Hospital,  Phoenix)  appointed  a 
member  of  the  Professional  Committee  for  the  tenn 
1968-71  to  serve  as  chairman  of  its  Section  on  Medical 
Education.  He  accepts  the  assignment. 

Mental  Health 

The  subject  of  “privileged  communication”  was  review- 
ed by  counsel.  Several  years  ago  the  psychiatrists  pre- 
sented the  matter  to  the  Professional  Committee  for  con- 
sideration in  the  fear  they  were  not  statutorily  covered 
No  action  was  taken  because  of  more  pressing  legisla- 
tive activity. 

A memorandum  has  now  been  prepared  for  counsel 
by  Mr.  Chuck  Mack  of  the  firm  in  anticipation  of  Dr. 
Robert  I.  Cutts  appearance  this  morning.  The  subject 
has  been  thoroughly  reviewed,  statutes  in  other  states 
compared  covering  all  in  Medicine,  not  just  psychiatrists, 
and  it  would  appear  Dr.  Cutts'  position  to  be  correct. 
There  is  no  Arizona  statute  which  covers  mental  health. 
With  respect  to  psychiatrists,  there  is  no  privileged  com- 
munication statute  at  all;  with  respect  to  doctors  of 
medicine,  the  privileged  communication  statute  that  does 
exist  in  fact  exists  only  as  to  the  physician,  but  if  the 
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nurse  or  other  ancillary  attendant  was  present  and  heard 
some  things,  her  lips  are  not  sealed  by  the  privileged 
communication  statute;  there  should  be  exceptions  and 
there  are  none  in  the  psychologists  statute;  and  in  in- 
stances where  the  privilege  should  be  broken  when  you 
are  engaged  in  a commitment  situation  or  others,  there 
are  about  five  exceptions  that  should  be  included.  The 
memorandum  attaches  the  model  law  and  the  law  of 
other  states  and  the  thrust  of  it  would  indicate  that  Dr. 
Cutts  is  presenting  a problem  that  does  merit  your  at- 
tention and  probably  on  a broader  scale  to  that  which 
he  will  address  his  remarks,  said  counsel. 

Dr.  Cutts  stated:  “We  have  already  gone  on  record 
in  writing  as  to  what  it  is  that  we  would  suggest  in 
terms  of  a model  law  for  this  State.  I am  happy  that 
Mr.  Jacobsen  pre-empted  me  because  the  main  point  I 
want  to  make  this  morning  is  that  a special  subcom- 
mittee has  been  reviewing  the  statutes  and  it  appears  to 
us  that  the  only  privilege  any  physician  has  is  in  regard 
to  physical  examination  and  what  is  found  as  tire  result 
of  the  physical  examination.  Mr.  Jacobson  made  a thor- 
ough study  about  four  or  four  and  one-half  years  ago  on 
this  matter  and  somehow  or  other  the  matter  just  got 
dropped,  and  what  we  have  asked  for  is  that  if  it  is 
legal  and  pernrissable,  we  would  like  to  get  some  help 
in  drafting,  not  for  psychiatrists  per  se,  but  for  all  phy- 
sicians, none  of  whom  appear  to  be  adequately  covered 
on  matters  other  than  with  such  information  as  is  cov- 
ered on  the  basis  of  physical  examination.” 

It  was  determined  counsel  should  prepare  an  ade- 
quate bill  for  legislative  presentation. 

Handicapped  Child  Education 

Determined  to  support,  without  financial  obligation, 
the  position  of  the  Arizona  Chapter  of  the  American 
Academy  of  Pediatrics  (Arizona  Pediatric  Society)  for 
the  enactment  of  legislation  which  would  assist  the  edu- 
cation of  the  handicapped  child  at  the  time  he  can  best 
profit  thereby  (under  6 years). 

Drug  Abuse  Symposia 

Supports,  without  financial  obligation,  the  Drug  Abuse 
Symposia  being  arranged  by  St.  Joseph’s  Hospital,  Phoe- 
nix, to  be  held  in  February,  1969. 

Podiatry 

It  was  regularly  moved  and  carried  that  this  Board 
of  Directors  accepts  the  recommendation  of  its  Profes- 
sional Committee  that,  within  the  framework  of  Bulletin 
No.  44  of  the  Joint  Commission  on  Accreditation  of  Hos- 
pitals, April  of  1967,  it  be  the  position  of  said  Board 
of  Directors  that  the  governing  body  of  a hospital,  on 
recommendation  of  the  Medical  Sstaff,  should  deter- 
mine a qualified  podiatrist  privileges  within  his  area 
of  practice.  Dr.  Jarrett  voted  in  the  negative. 
Administration  of  TB  Skin  Tests 

Reviewed  report  of  the  Professional  Committee  in  the 
matter  of  concern  of  the  Arizona  State  Nurses’  Associa- 
tion over  action  of  the  State  Board  of  Education,  by 
resolution  adopted  September  30,  1968,  authorizing 
School  Nurses  to  administer  TB  skin  tests  to  certificated 
personnel.  A series  of  questions  were  posed  and  sug- 
gested answers  submitted.  Determined  counsel  should 
review  . 

Injury  Control  Program 

Determined  to  support  the  Injury  Control  Program 


for  the  State  of  Arizona  within  the  activities  of  the  Ari- 
zona State  Department  of  Health  without  funding  or 
commitment  of  members’  time. 

Ambulance  Service 

Received  for  information,  report  of  the  Professional 
Committee  relating  to  Ambulance  Service  in  Arizona. 
Poison  Control  Centers 

Received  for  information,  report  of  the  Professional 
Committee  relating  to  Poison  Control  Centers  in  Arizona. 
Health  and  Rehabilitation  Agency 

In  connection  with  the  Health  and  Rehabilitation 
Agency  proposal  and  investigation  of  the  Arizona  State 
Health  Department  reported  in  the  Press,  it  was  deter- 
mined that  we  would  cooperate  with  the  State  Health 
Department  and  request  a hearing  with  the  Governor 
and  that  Department  in  this  regard. 

ARMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  reported  that  the  Armpac  Board  of  Direc- 
tors met  yesterday.  Mr.  Dave  Morrison  is  replacing  Mr. 
Dick  Layton,  a change  brought  about  in  the  reorgani- 
zation of  Ampac.  Extent  of  participation  in  the  last 
General  Election  was  reviewed.  So  far  this  year,  two 
hundred  sixty  members  have  renewed  their  member- 
ship in  Armpac.  Ampac  has  changed  its  sustaining  mem- 
bership contribution  ($99.00-)-)  distribution  now  retain- 
ing only  $50.00,  the  balance  to  be  withheld  by  the 
respective  state  PACS.  Effort  will  be  made  to  promote 
this  membership  classification.  Steps  are  being  taken 
to  select  an  appropriate  speaker  for  the  annual  Armpac 
Dinner  scheduled  to  be  held  April  24,  1969.  RE- 
CEIVED. 

ARTICLES  OF  INCORPORATION 
& BYLAWS  COMMITTEE 

Dr.  Henderson  reported  a breakfast-meeting  of  the 
Articles  of  Incorporation  and  Bylaws  Committee  was 
held  this  morning.  The  committee  was  charged  to  make 
certain  changes  in  the  Service  Membership  classifica- 
tion and  section  on  Refunds.  Recent  action  of  the  AMA 
house  of  Delegates  urging  eonstituant  state  medical  as- 
sociations to  bring  their  membership  classifications  in 
conformity  with  theirs  was  discussed.  It  was  concluded 
that  this  committee  should  meet  again  at  an  early 
date  to  consider  a complete  revision  of  its  membership 
classifications;  that  there  should  be  no  “refunds”  pro- 
vided; and,  due  to  timing,  the  resolution(s)  will  be  in- 
troduced by  the  committee  rather  than  through  tire 
Board  of  Directors  as  is  customary.  Discussion  can  be 
held  at  and  during  the  meeting  of  the  Reference  Com- 
mittee on  Amendments  at  which  time  any  modifications 
indicated  may  be  made.  RECEIVED. 

A reslution  was  authorized  prepared,  as  directed  by 
this  Board,  authorizing  the  change  in  title  of  the  Execu- 
tive Secretary  to  that  of  Executive  Director.  RECEIVED. 

Rather  than  changing  the  Bylaws,  it  was  determined 
that  the  Speaker  of  the  House,  at  the  pleasure  of  the 
House,  during  the  adjourned  (second)  session  could  vary 
the  reports  of  the  Committee  on  Nominations  to  con- 
serve time  and  realize  reporting  of  the  election  results 
prior  to  adjournment.  RECEIVED. 

BENEVOLENT  AND  LOAN  FUND 
COMMITTEE 

Mel  Douglas  (Tucson)  and  Lynn  Ann  Hendricks  (Phoe- 
nix), recipients  of  ArMA  Scholarship  Awards,  express 
grateful  appreciation  therefor.  RECEIVED. 
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EXECUTIVE  COMMITTEE 

Membership  Classification  Changes: 

Apache 

Donald  Crothers  Pinkerton,  M.D.  (Ganado)  — granted 
Associate  (dues  exempt)  account  residency  training  ef- 
fective January  1,  1969. 

Cochise 

M.  Irving  Sparks,  M.D.  (Hereford)  — granted  Asso- 
ciate (dues  exempt)  account  semi-retirement  (no  private 
practice  — part  time  at  Raymond  W.  Bliss  Hospital, 
Fort  Huaclmca),  effective  January  1,  1969. 

Gila 

Theodore  C.  Harper,  M.D.  (Globe)  — granted  Fifty- 
Year  Club  (dues  exempt),  effective  January  1,  1969. 

Maricopa 

Raymond  Barnes,  M.D.  (Scottsdale)  — granted  Serv- 
ice (dues  exempt)  account  over  70  years,  full-time  em- 
ployment — Blood  Services,  effective  January  1,  1969. 

Howard  S.  Branin,  M.D.  (Phoenix)  — granted  Service 
(dues  exempt)  account  over  70  years  full-time  employ- 
ment — Maricopa  County  Health  Department,  effective 
January  1,  1969. 

Archie  E.  Cruthirds,  M.D.  (Phoenix)  — granted  Active 
(dues  exempt)  account  over  70  years,  effective  January 
1,  1969. 

Robert  S.  Flinn,  M.D.  (Phoenix)  — granted  Active 
(dues  exempt)  account  over  70  years,  effective  January 
1,  1969. 

Bernard  Frazin,  M.D.  (Phoenix)  — granted  Associate 
(dues  exempt)  account  disability,  effective  January  1, 
1969. 

Clair  Starrett  Linton,  M.D.  (Phoenix)  granted  Active 
(dues  exempt)  account  over  70  years,  effective  January 
1,  1969. 

Maurice  N.  Richter,  M.D.  (Phoenix)  — granted  Active 
(dues  exempt)  account  over  70  years,  effective  January 
1,  1969. 

James  L.  Sehamaden,  M.D.  (Tempe)  — granted  Service 
0/4  dues)  account  full-time  employment  ASU  College  of 
Engineering  — teaching,  effective  January  1,  1969. 

Donald  A.  Tobias,  M.D.  (Phoenix)  — granted  Asso- 
ciate (dues  exempt)  account  military  service,  effective 
January  1,  1969. 

Onie  O.  Williams,  M.D.  (Phoenix)  — granted  Asso- 
ciate (dues  exempt)  account  retirement,  effective  Janu- 
ary 1,  1969. 

Pima 

Robert  E.  Hastings,  Sr.,  M.D.  (Tucson)  — granted 
Associate  (dues  exempt)  account  retirement,  effective 
January  1,  1969. 

John  K.  Nattinger,  M.D.  (Tucson)  — granted  Asso- 
ciate (dues  exempt)  account  retirement,  effective  Janu- 
ary 1,  1969. 

Clarence  L.  Robbins,  M.D.  (Tucson)  — granted  Serv- 
ice 04  dues)  account  full-time  employment  — Pima  Coun- 
ty Health  Department,  effective  January  1,  1969. 

Nathan  Schneck,  M.D.  (Tucson)  — granted  Associate 
(dues  exempt)  account  retirement,  effective  January  1, 
1968. 

William  G.  Shultz,  M.D.  (Tucson)  — granted  Fifty- 
Year  Club  (dues  exempt),  effective  January  1,  1969. 

Loren  F.  Taylor,  M.D.  (Tucson  — KC)  — granted 
Associate  (dues  exempt)  account  residency  training,  ef- 
fective January  1,  1968. 


Donald  L.  White,  M.D.  (Tucson)  — granted  Service 
04  dues)  account  full-time  employment  — Southern  Ari- 
zona Mental  Health  Facility,  effective  November  13, 

1968. 

Lewis  C.  Shelienberger,  M.D.  (Tucson)  — granted  As- 
sociate (dues  exempt)  account  retirement,  effective  Janu- 
ary 1,  1969. 

Robert  N.  Class,  M.D.  (Kentucky)  — granted  Affiliate 
(dues  exempt)  account  Associate  Professor  of  Cilinical 
Medicine,  University  of  Kentucky,  effective  January  1, 

1969. 

Thomas  P.  K.  Lim,  M.D.  (Nebraska)  — granted  Affili- 
ate (dues  exempt)  account  practice  in  another  state, 
effective  January  1,  1969. 

Adele  Ward,  M.D.  (Louisiana)  — granted  Affiliate 
(dues  exempt)  account  practice  in  another  state,  effec- 
tive January  1,  1969. 

Samuel  Goldfein,  M.D.  (Tucson)  — granted  Service 
(14  dues)  account  full-time  employment  — VA  Hospital, 
effective  December  20,  1968. 

Emory  Metz  Wright,  M.D.  (Texas)  — granted  Affiliate 
(dues  exempt)  account  in  practice  in  another  state,  ef- 
fective January  1,  1969. 

Thomas  E.  A.  Von  Dedenroth,  M.D.  (California)  — 
previously  granted  Associate  (dues  exempt)  account  resi- 
dency training  effective  July  1,  1968.  Now  requests 
dues  refund  04  1968  $52.50).  APPROVED. 

Financial  Report 

Accepted  report  of  the  Treasurer  covering  the  month 
of  December,  1968.  “Income”  $6,092.80  (total  Income 
received  — 1968  $218,456.41),  reflecting  an  “over- 
budget” of  $14,081.41  (1968  Budget  $204,375.00).  “Ex- 
penditures” $28,472.31  (total  Expenditures  — 1968  $227,- 
692.07),  reflecting  an  “over-budget”  of  $6,938.64  (1968 
Budget,  as  amended  to  November  10,  1968  — $220,- 
753.43).  This  is  a pre-closing  report  subject  to  year- 
end  Auditor’s  adjustments. 

Bonus 

ArMA  Staff  and  BOMEX  Executive  Secretary  express 
appreciation  for  receipt  of  1968  Bonus.  RECEIVED. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

Medical  Review 

Patrick  P.  Moraca,  M.D.  (Phoenix)  appointed  a mem- 
ber of  the  Governmental  Services  Committee  for  the 
term  1968-71  to  serve  as  chairman  of  its  Section  on 
Medical  Review.  He  accepts  the  assignment. 

Senior  Security  Program 

Dr.  Grobe  reported  matter  presented  by  Richard  A. 
Teschner,  Registered  Physical  Therapist,  Chairman  of 
its  Medicare  Committee,  is  now  before  Blue  Shield  for 
consideration  by  its  Medical  Review  Committee,  Sey- 
mour I.  Shapiro,  M.D.,  Chairman.  The  subject  has  to 
do  with  its  Senior  Security  Program,  operating  associate 
with  the  Medicare  program.  Presently,  tire  services  re- 
cited are  not  covered.  LTntil  such  time  as  a decision  is 
made  by  Blue  Shield  and/or  Blue  Cross,  no  action 
should  be  taken  by  this  Board.  TABLED. 

Medicare 

Wilbur  J.  Cohen,  HEW  Secretary,  by  telegram  dated 
December  31,  1968,  advises  he  has  promulgated  the 
existing  rate  of  $8.00  a month  for  supplementary  medi- 
cal insurance  program  of  Medicare  ($4.00  for  insured 
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person  — $4.00  federal  government)  for  period  July  1, 
1969  to  June  30,  1970.  Action  taken  in  face  of  actuarial 
advice  physicians’  fees  are  likely  to  increase  substan- 
tially in  1969  and  1970  over  current  levels.  It  is  desir- 
able to  limit  liability  of  Medicare  program.  To  stay 
within  rate  will  require  restraint  on  both  fees  and  utiliza- 
tion by  all  parties  concerned.  RECEIVED. 

GRIEVANCE  COMMITTEE 

Case  No.  130 

The  Arizona  State  Department  of  Health,  through  its 
Nursing  and  Health  Services,  reports  that  a survey  of 
Payson  Hospital,  Inc.,  was  made  November  6,  1968. 
At  that  time  the  hospital  was  essentially  in  compliance 
with  its  rules  and  regulations.  Patient  care  and  nursing 
personnel  within  the  facility  were  checked  and  found 
in  order.  The  then  current  license  was  to  expire  Novem- 
ber 30,  1968.  RECEIVED. 

Dr.  Dysterheft  reported  on  the  recommendations  of 
the  Grievance  Committee  (1)  that  Drs.  Francis  M.  Find- 
lay (San  Manuel),  William  C.  Scott  (Tucson)  and  Richard 
T.  McDonald  (Flagstaff),  be  appointed  to  act  as  a con- 
tinuing investigatory  body  to  periodically  review  the 
Payson  Hospital  records,  etc. 

This  was  agreed  to  by  die  Board  of  Medical  Exam- 
iners of  the  State  of  Arizona  with  the  exception  that 
Carlos  C.  Craig,  M.D.  (Phoenix),  former  member  of 
the  Board,  substitute  for  Dr.  Findlay,  who  is  a mem- 
ber of  Bomex. 

It  was  recommended  that  the  Payson  Hospital  Board 
of  Directors  appoint  a physician  to  its  Board  (with  the 
right  to  vote)  preferably  without  the  areas  of  Payson, 
Gila  and  Maricopa  Counties.  Action  is  being  awaited. 

Ultimately  it  is  the  hope  that  a team  of  appropriate 
specialists  in  the  various  fields  will  be  developed  to 
act  as  proctors,  etc.,  to  see  that  things  are  done  as  they 
should  be.  This  must  await  the  revision  of  die  Payson 
Hospital  bylaws  now  under  consideration. 

Mr.  Moody,  member  of  Bomex,  reviewed  the  actions 
of  that  Board  regarding  the  three  doctors  of  the  Medi- 
cal staff.  A list  of  surgical  procedures  which  they  are 
capable  of  performing  will  be  developed  and  filed  with 
the  hospital  Board  of  Directors  and  doctors.  Effort  will 
be  made  to  follow  up  and  assure  compliance  therewith. 
The  Hospital  Board  lias  been  awaiting  the  actions  of 
both  ArMA  and  Bomex  before  proceeding  to  enforce 
such  regulations.  The  doctors  have  been  reprimanded 
for  their  conduct  and  two  thereof  have  been  placed  on 
probation.  Appropriate  News  Releases  have  issued. 

The  Grievance  Committee  was  commended  for  its 
action  in  this  regard.  Discussion  lias  been  instigated  as 
to  the  scope  of  activity  and  limitations  of  authority 
of  the  committee  in  these  matters.  It  is  conceded  Bomex 
has  the  authority  and  is  the  appropriate  body  to  assume 
jurisdiction  in  such  controversies. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Board  of  Medical  Examiners  of  the  State  of  Arizona 
be  urged  to  establish  a list  of  elective  surgical  proce- 
dures the  Payson  physicians  are  competent  to  perform, 
file  it  with  the  Board  of  Directors  of  the  Payson  Hos- 
pital, and  see  to  it  their  instructions  are  followed. 

PROCUREMENT  & ASSIGNMENT 
COMMITTEE 

Accepted  with  regret  the  resignation  (retirement)  of 
Joseph  Madison  Greer,  M.D.  (Phoenix)  as  a member 


and  chairman  of  the  Procurement  and  Assignment  Com- 
mittee of  this  Association.  Designated  Donald  K.  Buff- 
mire,  M.D.  (Phoenix)  a member  of  this  committee, 
chairman.  He  has  accepted  the  assignment. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Scientific  Assembly  Committee  be  requested  to  pro- 
vide an  appropriate  award  to  be  made  during  the  forth- 
coming annual  meeting  as  a part  of  its  program  recog- 
nizing the  outstanding  services  rendered  by  Joseph 
Madison  Greer,  M.D.,  through  the  years  and  commend- 
ing him  therefore. 

National  Advisory  Committee 

Joseph  Madison  Greer,  M.D.  (Phoenix),  chairman  of 
the  National  Advisory  Committee  to  the  Selective  Serv- 
ice Committee,  recently  combined  with  the  National 
Health  Resources  Advisory  Committee  and  the  Na- 
tional Advisory  Committee  on  the  Selection  of  Physi- 
cians, Dentists  and  Allied  Specialists,  likewise  notified 
that  group  of  his  desire  to  retire.  In  accord  with  its 
requirements,  approved  the  submission  of  the  names 
of  Donald  K.  Buffmire,  M.D.  (Phoenix)  Louis  Hirsch, 
M.D.  (Tucson)  and  George  H.  Mertz,  M.D.  (Phoenix)  as 
nominees  from  which  listing  one  will  be  chosen  to  serve 
as  chairman  of  the  Arizona  Advisory  Committee  to  fill 
the  vacancy  caused  by  the  retirement  of  Dr.  Greer. 

RESOLUTION  NO.  6 — AD  HOC 
COMMITTEE  (ABORTION) 

Chairmanship 

At  the  request  of  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson), 
a member  and  chairman  of  the  Ad  Hoc  Committee  on 
Resolution  No.  6-66,  relieved  of  the  chairmanship  (to 
continue  as  a member).  William  E.  Davis,  M.D.  (Tucson), 
also  a member,  designated  chairman  of  this  committee. 
Permissive  Legislation 

The  Committee  in  meeting  held  December  fifteenth 
suggested  a permissive  piece  of  legislation  to  be  con- 
sidered at  the  appropriate  time  providing:  “with  patient 
consent,  a therapeutic  abortion  can  be  performed  by  a 
physician  licensed  by  the  State  of  Arizona,  provided:  (1) 
the  therapeutic  abortion  is  done  in  a hospital  approved 
by  the  State  of  Arizona  and  the  Joint  Commission  of 
Hospital  Accreditation;  and  (2)  the  therapeutic  abortion 
has  been  approved  by  the  therapeutic  abortion  commit- 
tee of  the  hospital  in  which  the  abortion  will  be  done. 
All  other  induced  abortions  will  be  considered  a felony.” 
Opinion  Survey 

Consideration  was  given  and  interest  shown  in  the 
conduct  of  an  opinion  survey  relating  to  abortion  pro- 
posed to  be  made  a part  (piggy-back)  of  a then  antici- 
pated Goldwater  survey.  This  did  not  materialize.  Under 
such  circumstance,  it  was  suggested  that  the  survey  be 
conducted  through  the  Arizona  Republic  and  Tucson 
Daily  Star.  Counsel  reviewed  previous  discussion  rela- 
tive thereto.  The  survey  would  be  designed  to  ascertain 
what  the  people  of  Arizona  really  thought  about  abor- 
tion, consider  alternatives,  and  then  decide  whether  to 
go  the  legislative  route  or  initiative  petition  route,  de- 
pending upon  the  outcome.  It  is  now  learned  that  West- 
ern Savings  plans  a survey  to  encompass  Maricopa,  Pima 
and  Yuma  counties,  through  tire  Bruce  Merrill  Company 
and  it  is  possible  to  participate.  Cost  will  not  exceed 
$1,000.00  and  it  was  suggested  it  be  financed  (ArMA’s 
part)  out  of  the  Arizona  Medical  Association  Foundation 
fund,  as  an  educational  undertaking. 
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It  was  regularly  moved  and  carried  that  the  Arizona 
Medical  Association  recommends  to  the  Arizona  Medical 
Association  Foundation  the  funding  of  the  proposed  sur- 
vey (to  the  extent  of  including  certain  questions  re- 
lating to  the  public’s  views  as  regards  abortion,  to  be 
attached  to  or  included  in  the  proposed  Western  Savings 
survey)  not  to  exceed  $1,000.00  Dr.  Jarrett  voted  in  the 
negative. 

MEETING  ADJOURNED  AT  1:00  P.M.  TO  CON- 
VENE THE  BOARD  OF  DIRECTORS  OF  THE  ARI- 
ZONA MEDICAL  ASSOCIATION  FOUNDATION. 

tt  ct  a 

MEETING  RECONVENED  AT  1:11  P.M.,  ALL 
MEMBERS  PRESENT  DURING  THE  MORNING  SES- 
SION RESPONDING  “AYE”  TO  THE  ROLL  CALL, 
F’RED  H.  LANDEEN,  M.D.,  VICE  PRESIDENT  AND 
CHAIRMAN,  PRESIDING. 

COMMUNICATIONS 

JCAH  Meeting 

American  Medical  Association  advises  a joint  meeting 
of  the  Joint  Commission  on  Accreditation  of  Hospitals 
and  State  Medical  Associations  is  scheduled  to  be  held 
at  AM  A Headquarters,  Chicago,  February  10-11,  1969. 
This  Association  requested  to  send  not  more  than  two 
representatives  at  ArMA  expense.  Revised  standards  will 
be  reviewed. 

It  was  regularly  moved  and  uanimously  carried  that 
this  Association  support  the  California  action  in  this 
regard;  that  this  position  be  conveyed  to  the  Joint  Meet- 
ing; that  Robert  E.  T.  Stark,  M.D.  (Good  Samaritan  Hos- 
pital) be  interviewed  by  Robert  A.  Price,  M.D.,  Chief 
of  Staff  of  that  institution  and  requested  to  ascertain 
whether  Dr.  Stark  would  be  agreeable  to  attend  this 
meeting  representing  this  Association,  after  first  ascer- 
taining his  views  on  the  subject  to  assure  they  are  in 
agreement  with  those  of  this  Association;  that  under 
favorable  circumstances,  the  President  would  author- 
ize such  representation,  ArMA  to  assume  the  expense 
while  Dr.  Stark  is  in  Chicago  (hotel,  meals,  etc.)  unless 
Good  Samaritan  will  assume  such  cost;  and,  in  the  event 
Dr.  Stark  is  not  available,  the  President  will  contact 
Juan  E.  Fonseca,  M.D.,  member  of  Bomex,  who  is  sched- 
uled to  attend  another  meeting  in  Chicago  just  prior  to 
February  10,  1969. 

ENTERED  INTO  EXECUTIVE  SESSION  AT  THIS 
POINT  IN  THE  MEETING. 

# # < t 

RECONVENED  IN  REGULAR  SESSION. 

It  was  regularly  moved  and  uanimously  carried  that 
the  retirement  program  for  employees,  as  offered  by 
the  California- Western  States  Life  Insurance  Company 
as  presented  by  Doctor  Fred  H.  Landeen,  be  adopted. 
Diabetes 

Organization  of  an  Arizona  Chapter  of  the  American 
Diabetes  Association  proposed  by  local  (state)  member 
physicians.  Approved  with  the  blessings  of  ArMA,  with- 
out financial  support. 

Immunities  Statute 

George  A.  Spendlove,  M.D.,  Commissioner,  Arizona 
State  Department  of  Health,  submits  proposed  revision 
of  an  Act  relating  to  Medical  Research  and  Studies, 
amending  Title  36,  Arizona  Revised  Statutes,  by  adding 
a new  Chapter  17.  This  measure  initially  drafted  by 


counsel  for  this  Association  to  be  submitted  to  the  29th 
Arizona  State  Legislature  — First  Regular  Session.  Pro- 
posed additions: 

Section  36-1901  — All  information,  written  or  oral 
(except  the  patient’s  original  medical  records  AND 
INFORMATION  OBTAINED  OR  MADE  AVAIL- 
ABLE FOR  LICENSING  PURPOSES  PURSUANT 
TO  CHAPTER  4,  TITLE  36),  ***  shall  be  confiden- 
tial and  shall  be  used  only  for  the  purpose  of  such 
research  or  studies  [.]  AND  HOSPITAL  CERTIFICA- 
TION. 

Section  36-1902  — 0,10  This  section  shall  not  apply 
to  proceedings  before  the  UNITED  STATES  SOCIAL 
SECURITY  ADMINISTRATION  AND  APPEALS 
THEREFROM,  TO  PROCEEDINGS  BEFORE  THE 
State  Board  of  Medical  Examiners***. 

Counsel  briefly  reviewed  again  the  purpose  of  the 
proposed  measure  which  has  been  delivered  to  the 
Legislature  through  Representative  Frank  Kelley.  Dr. 
Spendlove’s  amendments  appear  to  be  all  right  and 
what  he  needs.  They  have  been  referred  to  counsel  rep- 
resenting the  Arizona  Hospital  Association  for  comment. 
If  there  appears  to  be  no  objection  from  that  source  and 
if  this  Association  has  none,  they  will  be  included  as 
set  forth.  The  Board  expressed  no  objection. 

Mental  Health  — AAGP 

Arizona  Academy  of  General  Practice  proposes  ex- 
pansion of  its  programs  being  offered  in  continuing 
education  in  psychiatry  for  non-psychiatrists,  which  ap- 
pears to  include  practitioners  in  all  the  major  areas  of 
medicine.  A Steering  Committee  for  Mental  Health  for 
Arizona  has  been  formed.  It  is  desirable  to  have  an 
interested  representative  of  this  Association  included  in 
the  membership. 

It  was  determined  Robert  I.  Cutts,  M.D.,  Chairman 
of  the  Section  on  Mental  Health  of  the  Professional 
Committee  would  represent  this  Association  as  a member 
of  its  Steering  Committee. 

OTHER  BUSINESS 

AMA  Clinical  Convention 

Dr.  Steen  reported  on  the  main  events  which  oc- 
curred during  the  Clinical  Convention  of  AMA  held  in 
Miami  Beach,  Florida,  December  1-4,  1968.  Ninety-four 
items  of  business  were  brought  before  the  House.  An 
anti-discrimination  amendment  was  adopted  declaring 
that  membership  in  the  AMA  or  in  any  of  its  constituent 
associations  shall  not  be  denied  or  abridged  on  account 
of  color,  creed,  race,  religion  or  ethnic  origin  Possibly 
the  most  important  single  item  of  discussion  was  a re- 
port stating  objectives  with  respect  to  osteopaths  to 
“assure  the  provision  of  the  best  possible  health  care 
to  the  American  people;  make  available  to  students  and 
graduates  in  osteopathy,  education  of  the  same  high 
standards  as  prevail  in  undergraduate,  graduate  and  con- 
tinuing educational  programs  in  medicine;  provide  aven- 
ues whereby  qualified  osteopaths  may  be  assimilated 
into  the  mainstream  of  medicine.  Certain  recommen- 
dations were  set  forth  to  achieve  the  objectives  including 
membership.  Reviewed  the  highlights  of  the  report  of 
the  President,  Dwight  L.  Wilbur;  a statement  on  organ 
(heart)  transplants;  health  care  costs  and  financing; 
adopted  definitions  for  “usual,”  “customary”  and  “rea- 
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sonable”  as  applied  to  the  fee  concept;  and  adopted 
“special  requirements  for  residency  training  in  family 
practice.”  ACCEPTED. 

Dr.  Shapiro  reported  that  Dr.  Steen  has  been  ap- 
pointed a member  of  the  Advisory  Committee  to  AMA- 
ERF. 

1971  ArMA  Annual  Meeting 

On  report  of  Staff  as  to  the  adequacy  of  facilities, 
determined  to  hold  1971  Annual  Meeting  of  this  Asso- 
ciation at  Marriott’s  Camelback  Inn,  Scottsdale,  Arizona, 
and  directed  development  of  the  required  details,  estab- 
lishment of  date,  etc.  Special  thanks  were  extended  the 
management  of  the  Inn  for  the  arrangements  and  hos- 
pitality extended  during  this  meeting. 

LEGISLATIVE  COMMITTEE 

Professional  Liability 

Dr.  Jarrett  discussed  the  urgency  for  action  during 
this  session  of  the  Arizona  State  Legislature,  if  possible, 
to  attempt  to  cope  with  the  alarming  problems  exist- 
ing in  the  area  of  professional  liability.  All  are  cognizant 
of  the  recent  substantial  increase  in  insurance  premiums 
and  reluctance  of  carriers  even  to  underwrite  the  cover- 
age. It  was  reported  that  two  carriers  in  1968  with- 
drew from  writing  such  professional  liability  insurance. 
Reference  was  made  to  the  situation  in  Alaska  and 
especially  to  legislative  activity  in  California  in  an  effort 
to  minimize  (do  away  with)  the  effect  of  res  ipsa  loquitur; 
also,  amend  the  existing  law  in  the  latter  state  to  modify 
or  do  away  with  the  statute  of  limitations  as  applies  to 
discovery.  Dr.  Jarrett  referred  to  five  measures  being 
considered  by  the  California  Legislature  for  introduc- 
tion to  realize  relief  in  the  mounting  suits  and  excessive 
awards  experienced. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Board  of  Directors  approve  for  urgent  action  the 
development  of  legislation  (similar  to  those  bills  being 
considered  by  California)  relating  to  professional  liabil- 
ity, and  authorize  Counsel  to  proceed  with  the  prepara- 
tion and  introduction  thereof. 

Drug  Removal  from  Market 

Considerable  discussion  ensued  urging  this  Board  to 
express  an  opinion  as  to  the  propriety  of  the  Food  and 
Drug  Administration  removing  certain  drugs  from  the 
market  that  have  been  used  for  years  by  practitioners, 
without  first  obtaining  an  opinion  from  the  physicians 
who  have  been  using  them.  Indeed,  if  necessary,  steps 
should  be  taken  to  amend  existing  laws  to  prevent  a 
governmental  agency  from  arbitrarily  withdrawing  a 
drug  from  the  market  that  many  practitioners  have  used 
for  many  years. 

It  was  regularly  moved  and  unanimously  carried  that 
the  Arizona  Medical  Association  express  its  disapproval 
of  this  portion  of  law  and  request  the  American  Medi- 
cal Association,  and  its  representatives  in  Congress,  to 
modify  the  law  so  that  the  practitioner  may  have  some- 
thing to  say  about  these  compounds;  that  a letter  be 
forwarded  to  the  Department  of  Health,  Education  and 
Welfare,  opposing  such  arbitrary  actions  by  the  Food 
and  Drug  Administration;  that  such  a letter  be  prepared 
by  Dr.  Jarrett  and,  before  release,  circularized  among 
the  members  of  this  Board  for  approval,  or  disapproval, 
to  be  forwarded  within  five  (5)  days  from  date  of  its 
release;  and  further,  that  Dr.  Jarrett  prepare  an  ap- 


propriate resolution  for  presentation  to  AMA  relating 
to  the  subject. 

MEDICAL  ECONOMICS  COMMITTEE 

Dr.  Chesser,  Chairman  of  the  Medical  Economics 
Committee,  and  Mr.  Charles  Fisher,  President  of  the 
Armada  Assurance  Agency,  Inc.,  were  present  and  con- 
tinued discussion  referable  to  the  Fisher-Orth  Agency 
proposal  relating  to  professional  liability  insurance  cov- 
erage involving  the  Hawaiian  Insurance  and  Guaranty 
Company,  Ltd. 

This  subject  was  presented  by  George  L Hoffmann, 
M.D.,  member  of  the  Committee,  and  discussed  in  de- 
tail by  the  Board  of  Directors  in  meeting  held  November 
10,  1968.  At  the  conclusion  of  the  then  deliberations, 
it  was  the  action  of  the  Board  that  “we  do  not  take 
any  offocial  position  on  this,  but  encourage  them  (the 
insurer)  to  write  whatever  business  they  could”;  further, 
on  advice  of  counsel,  it  was  determined  “that  we  take 
no  action  upon  this  at  this  time;  that  we  ask  the  Medi- 
cal Economics  Committee  to  determine  the  cost  of  util- 
izing an  insurance  analyst  to  further  look  into  this  pro- 
gram and  report;  and  that  the  Executive  Committee 
be  authorized  to  make  the  decision  whether  or  not  to 
hire  an  insurance  analyst.” 

Dr.  Chesser  recommended  that  this  Board  approve 
entering  into  agreement  with  Hawaiian  Insurance  and 
Guaranty  Company,  Ltd.,  so  that  this  (program)  can  be 
started  at  the  earliest  possible  moment. 

Dr.  Grobe  moved  that  the  same  motion,  adopted  No- 
vember 10,  1968,  be  introduced.  It  failed  of  a second. 

It  was  regularly  moved  and  unanimously  carried,  as 
amended,  that  this  Board  of  Directors  approve  this  (pro- 
fessional liability  insurance  program  proposed)  for  con- 
sideration of  members  who  qualify  for  it;  that  a report 
of  the  Medical  Economics  Committee  with  its  recom- 
mendation be  sent  out  to  the  membership  with  the 
motion  that  was  passed  by  the  Board  of  Directors,  at 
no  expense  to  the  Association. 

MEETING  ADJOURNED  AT  3:15  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


ARIZONA  MEDICAL  ASSOCIATION 
FOUNDATION 
BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association  Foundation,  held  Sunday,  January 
12,  1969,  in  the  Town  Hall  of  Marriott’s  Camelback  Inn, 
5402  East  Lincoln  Drive,  Scottsdale,  Arizona,  convened 
at  1:00  P.M.,  Arthur  V.  Dudley,  Jr.,  M.D.,  President 
and  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Czerny,  Everett  W.;  Dew,  Philip  E., 
Treasurer;  Dudley,  Jr.,  Arthur  V.,  President;  Dysterheft, 
Arnold  H.,  Past-President;  Finke,  Howard  W.;  Flynn, 
Richard  O.,  President-Elect;  Grobe,  James  L.;  Heileman, 
John  P.,  Secretary;  Henderson,  Charles  E.;  Jarrett,  Paul 
B.;  Landeen,  Fred  PI.,  Vice  President  and  Chairman; 
Moody,  Deward  G.;  Price,  Robert  A.;  Sattenspiel,  Ed- 
ward; Sehoen,  Roland  F.;  Scott,  William  C.;  Shapiro, 
Seymour  I.;  Standifer,  John  J.;  Steen,  William  B.;  Young, 
Woodson  C. 
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Counsel:  Mr.  Jacobson,  Edward. 

EXCUSED:  Drs.  Beckwith,  Harry  S.;  Brooks,  Jack  E.; 
Cloud,  Daniel  T.;  Rhu,  Jr.,  Hermann  S. 

OPINION  SURVEY 

The  Board  of  Directors  of  The  Arizona  Medical  Asso- 
ciation, Inc.,  recommends  the  funding  of  a proposed 
educational  opinion  survey  not  to  exceed  $1,000.00  to 
ascertain  the  public’s  views  as  regards  abortion,  ques- 
tions to  be  attached  to  and  made  a part  of  opinion 
survey  to  be  undertaken  by  Western  Savings  through 
Bruce  Merrill  Company. 

It  was  regularly  moved  and  carried  that  the  Arizona 
Medical  Association  Foundation  expend  not  more  than 
$1,000.00  in  support  of  the  Western  Savings  opinion 
survey  to  be  conducted  by  the  Bruce  Merrill  Company 
relating  to  that  portion  dealing  with  abortion. 

MEETING  ADJOURNED  AT  1:10  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
January  19,  1969,  in  the  Central  Office  of  the  Associa- 
tion, Suite  201,  Safari  Building,  4601  North  Scotts- 
dale Road,  Scottsdale,  Arizona,  convened  at  10:15  A.M., 
Ian  M.  Chesser,  M.D.,  Chairman,  presiding. 

ROLL  CALL 

PRESENT:  Drs.  Armstrong,  Richard  S.;  Brown,  Har- 
vey  G.,  Vice  Chairman;  Chesser,  Ian  M.,  Chairman;  Dud- 
ley, Jr.,  Arthur  V.,  President;  Dregseth,  Kenneth  A.; 
Heileman,  John  P.,  Secretary;  Hoffmann,  George  L;  Mc- 
Donald, Richard  T. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

EXCUSED:  Drs.  Crawford,  Robert  F.;  Flynn,  Rich- 
ard O.,  President-Elect;  McGregor,  Jr.,  John  G.;  Melick, 
Dermont  W.;  Ricker,  John  H.;  Smith,  Gregory  C. 

MINUTES 

Minutes  of  the  meeting  of  the  Medical  Economics 
Committee  held  October  27,  .1968,  approved. 

FINANCE 

1969  Budget  Appropriate  $500.00  — Expenditures 

$0.00. 

CHAPTER  6,  LAWS  OF  1968  — 
WORKMAN'S  COMPENSATION 

Effective  January  8,  1969,  Chapter  6,  Laws  of  1968, 
becomes  operative  replacing  three  former  commissioners 
and  increasing  the  membership  to  five.  Governor  Jack 
Williams  has  appointed  the  following,  for  terms  indi- 
cated,  awaiting  Senate  confirmation:  Messrs.  Richard  E. 
Bailey  (Tucson)  1/8/70;  Edmund  Law  (Phoenix)  1/8/71; 
Frank  Murphy  (Phoenix)  1/8/72;  Robert  Knox  (Phoenix) 
1/8/72;  and  Bruce  Thoeny  1/8/74.  The  Press  reports 
that  former  Commissioner  John  Ahearn  is  challenging 
his  removal  claiming  his  term  of  office  has  yet  to  expire. 
It  appears  the  Court  will  have  to  render  a decision. 

The  Board  of  Directors  of  this  Association  in  meeting 
held  July  14,  1968,  directed  that  this  Committee  pro- 
ceed to  negotiate  further  with  the  Industrial  Commis- 


sion of  Arizona,  as  regards  adjustment  to  the  existing 
fee  schedule  in  line  with  the  usual,  customary  and  rea- 
sonable fee  concept;  further,  that  it  gather  together  the 
relatively  few  doctors  who  are  principally  concerned, 
those  who  have  done  the  bulk  of  Workmen’s  Compen- 
sation injury  cases  through  the  years,  and  determine: 
(1)  are  they  seriously  dissatisfied  with  the  fee  schedule 
as  it  now  stands,  and  (2),  more  importantly,  are  they 
seriously  dissatisfied  with  the  fee  schedule  technique. 
If  they  are  dissatisfied,  then  it  would  appear  a survey 
is  indicated  and  under  such  circumstance,  the  commit- 
tee was  authorized  to  determine  cost  and  report. 

Dr.  Chesser  reported  that  he  felt  nothing  could  be 
gained  in  consultation  until  after  the  new  Commission 
to  be  appointed  had  assumed  office. 

Of  equal  importance  is  the  new  report  form  to  be 
filed  by  “any  physician  employed  by  the  injured  em- 
ployee,” the  accident  and  injury  to  be  reported  to  the 
employer,  the  insurance  carrier  and  the  commission.  This 
form  ICA-102  is  prepared  in  quadruplicate  for  the  pur- 
pose. In  this  instance,  it  was  pointed  out  that  the  phsi- 
cian  does  not  always  know  with  the  first  visit  that  he 
is  treating  an  industrial  case  or  who  the  employer  or 
insurance  carrier  is.  Inasmuch  as  it  would  appear  the 
Industrial  Commission  has  this  information,  it  would  be 
more  convenient  if  the  forms  were  forwarded  direct  to 
ICA  and  let  it  make  distribution.  This  should  be  a point 
for  discussion  when  meeting  with  the  Commission  or  its 
counsel.  It  was  further  pointed  out  that  while  formerly 
ICA  covered  about  90%  of  the  employers,  under  the  new 
law  this  margin  will  drop  to  about  60%,  private  insurance 
carriers  being  expected  to  underwrite  coverage  for  the 
difference. 

Bernard  W.  Simons,  Jr.,  M.D.  (Tucson)  has  already 
written  Noel  J.  R.  Levy,  attorney  for  the  State  Compen- 
sation Funds,  Claims  Department  Manager,  complain- 
ing regarding  the  increased  cost  and  postage  to  process 
this  new  form.  Mr.  Levy  responded  that  the  procedure 
is  a statutory  requirement,  therefore,  his  complaint  is 
being  forwarded  to  the  Legislature. 

Following  lengthy  discussion,  it  was  determined  a 
meeting  should  be  sought  with  the  Industrial  Commis- 
sion and  the  agenda  should  include  the  following  items: 

1.  Discussion  of  fee  schedule  applied  to  the  UCR  fee 
concept. 

2.  Multiple  mailing  of  the  new  claim  form  ICA  102. 

3.  Rule  No.  59  (a)  — Freedom  of  Choice  procedure. 

It  was  requested  that  the  ArMA  membership  be  again 

requested,  through  Medical  Memos,  to  bill  ICA,  in  the 
instance  of  industrial  cases,  their  usual,  customary  and 
reasonable  fees.  This  will  enable  the  Commission  to 
establish  a factual  profile  of  usual  and  customary 
fees. 

Another  item  which  might  be  discussed  with  the  Com- 
mission is  the  practice  of  deducting  a one-half  unit  when 
an  X-ray  is  taken  during  the  initial  visit.  This  is  con- 
sidered unfair.  When  an  X-ray  is  taken  during  a sub- 
sequent visit,  no  such  deduction  is  made. 

Attempt  is  being  made  with  the  cooperation  of  ICA  to 
produce  a pamphlet  for  distribution  among  the  mem- 
bership setting  forth  the  salient  features  of  the  new 
Act  (enacted  in  1968)  reorganizing  the  Industrial  Com- 
mission of  Arizona  and  operations  associate  with  work- 
men’s compensation  cases. 
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ICA  PATIENTS  — FREEDOM  OF  CHOICE 

Regarding  “freedom  of  choice  of  physicians,”  as  ap- 
plied to  Rule  59  (a)  of  the  Industrial  Commission  of  Ari- 
zona,” and  in  connection  with  previous  discussion  re- 
lating to  the  Tucson  Clinic,  both  by  this  Commission 
and  the  Legislative  Committee,  it  has  been  determined 
that  the  subject  should  be  discussed  on  an  administra- 
tive level  with  the  Commission.  While  the  rule  requires 
the  first  visit  of  an  injured  employee  to  be  made  to  the 
physician  designated  by  the  employer,  it  is  the  opinion 
that  few  employees  know  or  are  told  that  he  may  there- 
after seek  permission  to  visit  the  physician  of  his  choice. 
Injured  employees  do  not  always  know  who  the  em- 
ployer physician  is  and  this  creates  difficulty  between 
both  the  patient,  physician  and  the  Commission.  Cer- 
tainly, the  patient-physician  relationship  is  best  when  the 
employee  selects  a doctor  of  his  choice,  qualified  in 
his  particular  case. 

PROFESSIONAL  LIABILITY  INSURANCE 

The  Board  of  Directors  of  this  Association,  in  meeting 
held  January  12,  1969,  approved  the  proposal  profes- 
sional liability  insurance  program  for  the  consideration 
of  ArMA’s  members  who  qualify  for  it.  It  will  be  under- 
written by  the  Hawaiian  Insurance  and  Guaranty  Com- 
pany, Ltd.,  and  the  membership  will  be  advised  thereof 
shortly. 

Discussion  ensued  that  in  some  instances  insurance 
carriers  fail  to  notify  an  insured  of  its  determination 
to  withdraw  from  the  field  prior  to  the  expiration  of 
coverage  underwritten.  It  is  felt,  under  such  circum- 
stance, the  carrier  should  be  obligated  to  give  the  in- 
sured sufficient-reasonable  notice  to  allow  him  time  to 
re-insure  elsewhere.  It  is  suggested  that  the  Legislative 
Committee  give  this  matter  consideration. 

SICKNESS  AND  ACCIDENT  INSURANCE 

It  was  reported  that  Commercial  Insurance  Company 
of  Newark  is  withdrawing  its  group  supplemental  sick- 
ness and  accident  insurance  coverage  under  Contract 
No.  SGD-660  with  ArMA.  The  National  Casualty  Com- 
pany of  Detroit,  carrier  for  the  group  basic  and  ex- 
tended coverage,  will  offer  those  members  insured  by 
Commercial,  if  desirable  and  requested,  a duplication 
of  present  benefits  under  the  Master  Contract  with 
ArMA.  Each  will  be  so  notified  by  National. 

MEETING  SCHEDULE 

It  was  determined  to  cancel  the  next  scheduled  meet- 
ing of  this  Committee,  February  23,  1969,  and  resched- 
ule a meeting  to  be  held  March  16,  1969. 

MEDICARE 

The  recent  declaration  of  Wilbur  Cohen,  HEWT  Sec- 
retary, to  hold  the  existing  rate  of  $8.00  a month  for  the 
supplementary  medical  insurance  program  of  Medicare 
($4.00  for  insured  persons  and  $4.00  for  the  Federal 
Government)  for  the  period  July  1,  1969,  to  June  30, 
1970,  was  discussed.  To  stay  within  the  new  rate  will 
require  restraint  on  both  fees  and  utilization  by  all  par- 
ties concerned,  he  stated.  He  urged  wholehearted  co- 
operation on  the  part  of  Medicine  on  this  important 
matter.  Intermediaries  have  been  urged  to  hew  the  line. 

MEETING  ADJOURNED  AT  12:15  P.M. 

John  P.  Heilman,  M.D. 

Secretary 
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The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
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1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 
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used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 
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fections; infections  caused  by  sensitive  strains  of  staphylococci; 
prophylaxis  of  streptococcus  infections  in  patients  with  a history 
of  rheumatic  fever;  and  prevention  of  bacterial  endocarditis  after 
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administration  and  take  appropriate  measures. 
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nificant index  of  sensitization.  The  following  hypersensitivity  re- 
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tions resembling  serum  sickness,  including  chills,  fever,  edema, 
arthralgia,  and  prostration.  Severe  and  often  fatal  anaphylaxis 
has  occurred  (see  Warnings).  Hemolytic  anemia,  leukopenia, 
thrombocytopenia,  and  nephropathy  are  rarely  observed  side- 
effects  and  are  usually  associated  with  high  parenteral  dosage. 

Administration  and  Dosage:  Usual  dosage  range,  125  mg. 
(200,000  units)  three  times  a day  to  500  mg.  (800,000  units)  every 
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doses. 
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prophylaxis  of  streptococcus  infections,  surgery,  gonorrhea,  and 
severe  infections. 
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INTRAMURAL  HEMATOMA  OF  THE  DUODENUM 


Robert  S.  Waldman,M.D.  Harry  Newman,  M.D. 


George  Mertz,  M.D. 


A case  report  presenting  some  diagnostic  criteria  useful  in  abdominal  trauma. 


The  anatomy  of  the  duodenum  makes  it  par- 
ticularly vulnerable  to  blunt  abdominal  trauma. 
It  rests  against  the  spine,  in  a retroperitoneal 
location,  anchored  at  its  proximal  and  distal 
ends.  With  blunt  trauma,  the  duodenum  is  trap- 
ped between  the  force  of  the  blow  anteriorly  and 
the  spine  posteriorly.  The  result  is  rupture  of 
the  duodenal  wall  which  produces  perforation 
if  the  entire  wall  is  involved  and  hematoma  if 
only  the  serosa  and  muscularis  are  affected. 

This  report  presents  a case  of  intramural  hema- 
toma of  the  duodenum  with  a definite  history  of 
blunt  abdominal  trauma  and  characteristic  ro- 
entgen findings.  The  possible  presence  of  more 
extensive  injury  is  emphasized. 

CASE  REPORT 

A 17-year-old  male  was  admitted  to  the  hos- 
pital twenty-three  hours  after  being  kicked  in 
the  upper  abdomen  during  a football  game.  He 
stated  that  the  “wind  was  knocked  out  of  him” 
and  that  he  was  prostrate  for  five  minutes.  He 
was  able  to  finish  the  game.  After  eating  din- 
ner that  evening,  he  retired  and  spent  a restless 
night  because  of  pain  in  the  right  side  of  the 
abdomen.  The  following  morning  he  ate  break- 
fast and  vomited  several  times  before  admission 
to  the  hospital.  There  was  no  hematemesis  or 
melena. 

On  admission,  the  temperature  was  99.2°  F. 
and  pulse,  blood  pressure  and  respiration  were 

From  Departments  of  Radiology  and  Surgery,  Good  Samari- 
tan Hospital,  Phoenix,  Arizona. 


normal.  Physical  examination  of  the  abdomen 
was  normal  except  for  tenderness  over  the  en- 
tire right  upper  quadrant,  particularly  in  the 
area  of  the  rectus  muscle  medially.  No  rebound 
tenderness  was  present.  The  liver  and  spleen 
were  not  palpable.  Hemoglobin  was  15.6  Gm., 
the  white  blood  count  11,200  with  a normal  dif- 
ferential. The  serum  amylase  was  1920  units. 
The  urinalysis  was  normal.  Supine  and  upright 
views  of  the  abdomen  failed  to  demonstrate 
any  abnormality.  On  conservative  management, 
the  white  count  and  fever  returned  to  normal 
but  the  serum  amylase  remained  elevated.  Serum 
lipase  was  2.5  units  and  total  bilirubin  5.2  mg. 
per  cent.  On  the  sixth  hospital  day  and  during 
the  following  three  days,  the  serum  lipase  was 
elevated  to  6.2  units  and  the  bilirubin  was  4.5 
mg.  per  cent. 

The  patient  continued  to  vomit  intermittently 
and  on  the  sixth  day  of  hospitalization  an  upper 
gastrointestinal  series  was  performed.  Obstruc- 
tion was  identified  at  the  second  portion  of  the 
duodenum  (Fig.  1).  Very  little  of  the  contrast 
material  flowed  beyond  the  obstructed  portion 
of  the  duodenal  loop  (Fig.  2). 

Operation  was  necessary  on  the  eleventh  hos- 
pital day  because  of  the  patient’s  failure  to  re- 
spond to  conservative  management  and  con- 
tinued evidence  of  obstruction.  At  operation,  a 
massive  intramural  hematoma  of  the  second  and 
third  portions  of  the  duodenum  was  found.  The 
duodenal  hematoma  was  subserosal  and  the  wall 
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Fig.  2.  Delayed  supine  radiograph  at  one  hour. 


Fig.  1.  Spot  films  of  the  duodenum  showing  well- 
defined  intramural  mass. 


of  the  bowel  was  paper-thin  in  the  area  of  the 
hematoma.  An  additional  retroperitoneal  hema- 
toma extended  from  the  ampulla  of  Vater  to 
the  ligament  of  Treitz.  There  was  evidence  of 
traumatic  pancreatitis.  A cholecystostomy,  gas- 
trostomy, posterior  gastroenterostomy  and  drain- 
age of  the  retroperitoneal  space  was  performed. 
Thereafter,  the  patient  recovered  rapidly  and 
he  was  discharged  thirteen  days  later. 

DISCUSSION 

The  first  comprehensive  roentgen  description 
of  hematoma  in  the  duodenal  wall  was  reported 
by  Felson  & Levin2.  They  descibed  the  character- 
istic appearance  of  the  lesion  in  reporting  foui- 
cases.  With  the  tremendous  increase  in  the  use 
of  automobiles  and  popularity  of  contact  sports, 
particularly  football,  there  is  an  increased  inci- 
dence of  abdominal  trauma.  Ordinarily  there  is 
a definite  history  of  blunt  trauma.  This  patient 
was  accidentally  kicked  in  the  abdomen  during 
a football  game  by  the  knee  of  an  opponent.  This 
type  of  blunt,  unexpected  trauma,  whether  due 
to  a knee  or  steering  wheel  can  produce  duo- 
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denal  injury,  particularly  if  the  abdominal  wall 
is  relaxed.  However,  cases  are  reported  in  the 
absence  of  a specific  traumatic  history  or  asso- 
ciated with  only  minor  trauma1’ 3.  It  is  reported 
in  blood  dyscrasias  and  in  patients  on  anticoagu- 
tion  therapy8. 

In  this  case,  delay  of  approximately  eighteen 
hours  occurred  before  the  onset  of  significant 
symptoms  and  twenty-three  hours  before  the  pa- 
tient was  admitted  to  the  hospital.  Previous  re- 
ports note  that  the  interval  between  the  trauma 
and  hospitalization  is  frequently  up  to  six  days3. 
During  this  time,  the  traumatic  episode  may  be 
overlooked,  adding  to  the  difficulty  of  diagnosis. 

The  presenting  symptoms,  vomiting  and  ab- 
dominal pain  are  those  most  frequently  observed. 
In  the  absence  of  a good  history,  the  differen- 
tial diagnosis  would  be  extensive. 

The  presenting  signs  are  also  typical.  Pain, 
vomiting  and  a mass  in  the  right  upper  quadrant, 
in  this  case  presumed  to  be  in  the  rectus  sheath, 
are  frequently  observed.  The  presence  of  con- 
tusion of  the  abdominal  wall  may  provide  a clue 
to  the  diagnosis  if  the  history  is  inadequate3’ 4. 

Laboratory  data  was  helpful,  particularly  the 
elevated  amylase,  lipase  and  bilirubin.  The  first 
two  indicated  a traumatic  pancreatitis  and  the 
latter  that  there  may  be  liver  or  common  bile 
duct  injury.  The  hematoma  may  produce  ob- 
struction of  the  ampulla  or  the  trauma  may  re- 
sult in  direct  injury  to  the  ampulla  or  common 
bile  duct. 

The  diagnostic  roentgen  sign  on  G.I.  series 
described  by  Felson  & Levin2  and  others  con- 
firm the  diagnosis.  A large  well  marginated  le- 
sion producing  a widening  of  the  duodenum  was 
also  present  in  this  case.  It  is  located,  typically, 
in  the  descending  portion  of  the  duodenum  and 
is  associated  with  a coiled  spring  appearance 
which  resembles  intussuception.  The  latter  diag- 
nosis would  be  extremely  unlikely  in  a fixed, 
retroperitoneal  stricture.  A moderate  degree  of 
obstruction  is  frequently  present  and  is  generally 
the  indication  for  operation.  Felson  & Levin  be- 
lieved the  appearance  so  typical,  as  to  be  patho- 
gnomonic of  intramural  hematoma.  Indeed,  a 
review  of  the  appearance  of  the  lesion  presented 
in  the  literature,1’ 7 as  well  as  that  in  this  case, 
would  confirm  this.  A localized  ileus  or  sen- 
tinel loop,  probably  associated  with  the  pan- 
creatic trauma,  may  also  be  observed. 

If  the  patient’s  condition  is  stable,  conserva- 
tive management  is  indicated.  Spontaneous  reso- 


lution of  the  hematoma  has  been  reported,  ob- 
viating the  necessity  for  operation3’ 5.  Operative 
evacuation  of  the  hematoma  is  necessary  if  the 
obstruction  persists.  In  this  case,  eleven  days 
elapsed  before  operation  became  necessary  to 
alleviate  persistent  vomiting  and  obstruction.  At 
operation,  a large  intramural  hematoma  was 
evacuated  and  a retroperitoneal  hematoma  ex- 
tending from  the  ampulla  of  Vater  to  the  liga- 
ment of  Treitz  was  observed.  Biliary  decompres- 
sion, by  cholecystostomy,  was  done  because  of 
the  pancreatitis  and  obstruction  to  biliary  out- 
flow. 

The  pathogenesis  of  the  hematoma  rests  on 
the  anatomy  of  the  duodenum.  Because  of  the 
fixation,  retroperitoneally,  it  cannot  escape  the 
impact.  When  filled  with  fluid,  it  is  potentially  a 
closed  loop,  being  closed  by  the  pylorus  proxim- 
allv  and  compressed  by  the  superior  mesenteric 
artery  over  the  third  portion  of  the  duodenum. 
This  makes  it  particularly  vulnerable  even  to 
minor  trauma,  particularly  if  the  abdominal  wall 
is  relaxed  and  the  force  is  transmitted  without 
significant  attenuation.  This  occurs  with  a sud- 
den, unexpected  blow.  The  resultant  tear  in  the 
duodenum  produces  a traumatic  rupture,  or  less 
commonly  intramural  hematoma.  When  the  diag- 
nosis is  suspect  it  can  be  confirmed  on  an  upper 
G.I.  series. 


SUMMARY 

Intramural  hematoma  is  a well  documented 
clinical  entity,  which  may  be  a sign  of  more  ex- 
tensive injury.  In  this  case,  there  was  a large 
retroperitoneal  hematoma,  traumatic  pancreati- 
tis and  injury  to  the  biliary  tract.  However,  the 
history  may  be  obscure  and  the  abdominal  find- 
ings vague.  A G.I.  series  is  frequently  indicated 
and  the  pathognomonic  roentgen  appearance  fa- 
cilitates the  diagnosis.  The  possibility  of  more 
extensive  injury  is  stressed. 
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As  physicians,  we  have  dedicated  our  lives  to 
fighting  a war  with  two  fronts  — the  battle 
against  illness  and  the  battle  against  death.  Is 
it  not  strange  then  that  although  we  spend  our 
entire  lives  studying  the  nature  and  pathology  of 
disease  that  death  is  a concept  reserved  for  the 
end  of  a C.  P.  C.  protocol?  Surely,  it  is  more 
than  a pity  that  we  who  grapple  so  closely  with 
the  changes  in  a dying  person’s  body  should 
relegate  an  understanding  of  the  changes  in  that 
person’s  mind  to  ministers,  psychologists,  etc., 
to  whom  death  is  more  a theoretical  than  a tan- 
gible opponent. 

Carl  Jung21  states  that  “Death  is  known  to  us 
simply  as  the  end.  It  is  the  period,  often  placed 
before  the  close  of  the  sentence  and  followed 
only  by  memories  or  aftereffects  in  others.”  A 
priori  most  of  us  assume  is  that  a child’s  defini- 
tion would  be  something  similar.  But  is  it?  At 
some  times  in  our  lives,  every  one  of  us  will  have 
as  his  responsibility  the  care  for  a child  who  is 
dying.  We  will  want  to  comfort  him.  But  without 
knowing  what  he  is  afraid  of,  where  do  we  start? 

Since  for  adults  it  is  common  knowledge  that 
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“One  can  not  look  directly  at  either  the  sun  or 
death,”8  it  may  come  as  no  surprise  that  there 
is  a paucity  of  literature  on  the  psychology  of 
death.  As  a result,  some  of  the  questions  we 
raise  may  have  to  go  unanswered. 

Our  first  logical  question  would  be  “What 
evidence  do  we  have  that  children  do  think 
about  death  at  all?”  To  answer  it  let  us  turn 
to  Dr.  Irving  Alexander  of  Duke  Universty1' 2’ 3 
and  examine  some  studies  he  has  done  in  this 
vein.  In  a project  that  comes  as  close  to  pure 
science  as  any  work  of  this  type  can,  he  meas- 
ures children’s  Galvanic  Skin  Besponse  and  la- 
tent interval  before  responding  (by  free  asso- 
ciation) to  words,  some  of  which  refer  to  death. 
The  study  involved  108  male  children  divided 
into  three  approximately  equal  groups,  aged 
5 to  8,  9 to  12,  and  13  to  16.  His  reasons  for 
this  particular  subdivision  were  the  findings 
of  previous  investigators  — see  Nagy14  and  others 
— that  these  ages  are  distinct  units  with  regard 
to  ability  to  conceptualize.  The  words  presented 
were  divided  into  three  groups  also:  a group  of 
a priori  emotional  words  (mama,  papa,  love, 
etc.),  a group  of  death-related  words  (buried, 
killed,  dead),  and  a group  of  basal  words  (dress, 
deep,  animal,  etc.).  These  basal  words  were  in- 
tended as  ones  normally  not  considered  to  evoke 
strong  emotion.  The  word  categories  were  mixed 
for  purposes  of  presentation.  Increased  time  for 
responding  (latency)  and  decreased  skin  resis- 
tance were  considered  indicative  of  increased 
affect.  Differences  between  basal  and  emotional 
words  with  respect  to  these  parameters  were 
significant  and  were  interpreted  to  mean  that  the 
testing  method  was  valid.  The  results  showed  all 
three  groups  of  children  to  have  an  increase 
in  latency  for  the  death-words.  A decreased  skin 
resistance  was  found  in  the  5 to  8 and  the  13 
to  16  group,  but  not  in  the  9 to  12  year  olds.  ^ 
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In  his  discussion,  Dr.  Alexander  comments  that 
latency  is  probably  less  valid  as  an  indicator  of 
affect  than  is  GSR,  since  an  increase  in  the 
former  could  be  influenced  by  reluctance  to  talk 
about  a topic  that  is  taboo  in  our  culture.  He 
speculates  that  both  the  5 to  8 year  (resolution 
of  Oedipal  conflict,  start  of  school,  leave  the 
shelter  of  home)  and  the  13  to  16  (adolescent 
turmoil  due  to  lack  of  identity,  conflicting  role, 
sexual  changes,  etc. ) age  periods  are  pivot  points 
involving  great  emotional  upheaval.  By  contrast, 
there  is  general  agreement  that  the  period  from 
9 to  13  years  of  age  is  relatively  benign.  Accept- 
able patterns  of  behavior  have  been  learned  and 
no  major  changes  in  role  identity  are  taking 
place.  It  is  concluded  therefore,  that  there  is 
“nothing  peculiar  to  childhood  per  se  that  calls 
forth  increased  emotional  response  to  death.  It 
is,  rather,  that  some  periods  of  childhood  are 
subject  to  rapid  and  massive  increases  in  psycho- 
logical stress  and  as  a consequence  the  decrease 
in  ego  stability  is  likely  to  be  reflected  in  in 
creased  affective  responses  to  death.”1  A very 
important  corollary  to  this  is  drawn  — that  this 
same  response  could  be  expected  during  any 
period  of  increased  emotional  stress:  marriage, 
menopause,  old  age,  and  states  of  pathology. 

Continuing  with  Alexander’s  work1  in  the  field, 
we  come  to  a study  done  in  1962  in  which  he 
interviewed  groups  of  male  and  female  college 
students.  Material  gleaned  from  these  interviews 
indicates  that  the  age  at  which  death  was  first 
“discovered”  by  these  subjects  (6  to  10  years  in 
most  cases)  preceded  the  discovery  of  their 
own  mortality.  When  the  connection  was  made 
it  was  generally  accompanied  by  fear.  A few 
students  could  recall  no  feelings  — one,  dis- 
belief. (Alexander  is  not  clear  what  he  means 
by  “discovered  death,”  however.)  Despite  this 
remembrance  of  fear  on  first  discovery,  most 
college  students  were  overtly  little  concerned 
with  death.  They  disclaimed  ruminations  and 
were  in  no  way  averse  to  intellectual  discus- 
sion of  the  topic.  To  see  whether  this  held  true 
on  a deeper  level.  Dr.  Alexander2  set  up  an 
experiment  similar  to  the  one  he  had  used  with 
the  children.  The  results  are  discussed  in  a paper 
entitled  “Is  Death  a Matter  of  Indifference?” 
Latency  and  GSR  responses  showed  that  actually 
college  students  had  strong  affect  associated  with 
the  concept  of  death.  Somewhere  and  somehow 
between  discovery  of  mortality  and  the  late  teens 
fears  had  been  psychologically  buried.  (Hope- 


fully more  research  will  be  able  to  elucidate 
the  mechanism  — or  mechanisms  — of  this  burial, 
for  the  more  we  understand  it  the  greater  will 
be  our  ability  to  help  those  unfortunates  upon 
whom  stress  has  descended  like  a flood,  strip- 
ping away  the  thin  psychological  topsoil  to  ex- 
pose the  bones  of  fear  beneath.) 

While  we  have  the  subject  of  adolescent  and 
early  childhood  death  fears  associated  in  our 
minds,  it  would  be  worthwhile  to  look  at  a most 
interesting  paper  by  Robert  Kastenbaum  called 
“Time  and  Death  in  the  Adolescent.”11  Using 
260  high  school  students,  he  attempted  to  see 
how  ideas  of  death  were  integrated  into  peoples’ 
personalities  and  came  up  with  some  surprising 
conclusions  about  early  infancy  and  old  age  as 
well.  He  first  postulates  that  each  individual 
has  a “subjective  life  line,”  or  a conglomera- 
ton  of  inner  feelings  about  his  role  and  posi- 
tion in  the  past,  present,  and  future  (in  other 
words,  his  interpretation  of  his  past  and  his 
expectations  for  his  future).  In  addition  to  a 
subjective  life  line,  each  person  has  a “structur- 
ing principle”  (SP)  in  his  personality,  a frame- 
work through  which  he  perceives  and  into  which 
he  organizes  events  and  ideas  in  his  universe.  To 
find  out  the  relationship  between  death,  this 
structuring  principle,  and  the  proposed  subjec- 
tive life  line,  a series  of  words  (5,  one  of  which 
was  death)  was  given  as  well  as  a series  of  15 
sets  of  oppositely  paired  words.  The  task  was  to 
match  each  of  the  original  words  to  one  of  the 
words  in  each  pair.  Analysis  of  the  returns  con- 
vinced them  that  they  could  separate  two  dis- 
tinct SP’s.  SP/Dominant  was  the  unifying  prin- 
ciple in  the  pairing  of  all  the  words  except 
death.  It  had  connotations  of  fullness,  activity, 
and  reality.  By  contrast,  death  was  organized 
according  to  an  entirely  different  set  of  rules, 
SP/death.  SP/deatli  is  empty,  passive,  uncertain. 
Further  studies  revealed  this  curious  fact  — the 
adolescent  thinks  of  his  present  life  and  proximal 
future  in  terms  of  SP/Dominant.  However,  the 
far  ends  of  the  lifeline,  early  childhood  and  old 
age,  fall  under  the  domination  of  SP/death. 
Both  areas  connote  to  the  adolescent  uncertain- 
ty, unpleasantness,  and  a desire  for  avoidance. 

How  do  these  two  principles  relate?  Or  do 
they  relate  to  each  other  at  all?  It  would  seem 
possible  that  as  old  age  becomes  an  increasing 
reality  these  principles  would  vie  for  control. 
Should  SP/Dominant  win,  we  have  an  anachron- 
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istic  youth;  should  SP/death  win,  a defeated  old 
man;  if  the  conflict  is  too  great,  vacillation  and 
confusion  might  result;  or,  ideally,  they  might 
blend  together  in  a productive  compromise  as 
life  goes  into  its  decline.  . 

The  second  part  of  the  study  tried  to  discover 
which  of  these  possibilities  different  subjects 
would  choose.  A blank  sheet  of  paper  was  pre- 
sented to  each  subject  and  he  was  told  that  its 
width  represented  his  total  life  span.  He  was 
then  asked  to  draw  lines  representing  the  pro- 
portion of  time  he  would  consider  the  upper 
limit  appropriate  to  each  of  a variety  of  activi- 
ties. Two  of  the  activities  were  “being  alone” 
and  “being  in  a dark  room.”  A final  question 
was,  “Show  how  long  it  is  to  old  age." 

In  85%  of  the  cases  the  first  two  were  very 
short,  the  last  a very  long  line.  Dr.  Kasten- 
baum’s11  interpretation  is  that  the  forces  keep- 
ing SP/death  from  consciousness  are  quite  strong 
in  these  students,  and  that  there  probably  would 
be  great  conflict  with  the  approach  of  old  age. 

Fifteen  percent  of  the  students  answered  the 
test  in  the  opposite  manner.  These  were  found 
to  be  children  who  spent  a large  amount  of  time 
pondering  death.  The  feeling  was  that  old  age 
would  come  as  less  of  a precipitous  loss  to  these 
students,  as  the  confrontation  (and  hopefully  its 
resolution)  was  already  under  way. 

As  might  be  already  apparent,  this  article 
raises  more  questions  than  it  answers,  and  prof- 
fers explanations  that  ought  to  raise  many  a 
sceptical  eyebrow.  And  yet,  if  the  data  is  valid, 
it  is  a major  contribution.  In  a manner  similar 
to  the  way  that  Dr.  Alexander  has  linked  early 
childhood  and  adolescence1,  Dr.  Kastenbaum11 
has  associated  early  childhood  with  old  age.  So 
that  perhaps  we  can  discern  a triad  taking  form 
— three  periods  of  life  characterized  by  insecur- 
ity, poor  identity,  helplessness.  Three  periods  in 
which  the  thought  of  death  wields  its  greatest 
power.  A psychiatric  parasite,  it  always  appears 
in  man’s  most  vulnerable  hour. 

Having  found  that  the  child  does  think  about 
death,  we  can  now  go  on  to  consider  what  he 
thinks  about  it.  It  will  be  somewhat  slippery 
going  from  here  on  in,  as  the  work  done  is  spor- 
adic, occasionally  contradictory,  and  leaves  one 
with  the  feeling  that  he  has  started  a puzzle  with 
half  the  pieces  missing.  For  this  reason,  it  might 
be  wise  to  start  our  consideration  with  an  article 


that  can  act  as  a basic  framework  onto  which 
we  can  add  findings  in  some  meaningful  way. 
Let  us  use  “The  Child’s  View  of  Death”  by 
Maria  Nagy14  for  this  purpose,  as  it  is  perhaps 
the  most  rewarding  single  article  I have  read  on 
this  topic.  Her  orientation  is  primarily  towards 
an  understanding  of  the  child’s  ideas  about 
death  and  only  secondarily  deals  with  their  feel- 
ings about  it.  She  studies  a large  sample  of  chil- 
dren (378)  living  in  the  environs  of  Budapest 
and  randomly  distributed  with  respect  to  race, 
religion,  sex,  etc.,  and  including  ages  three 
to  ten.  Three  techniques  were  used.  The  7-10 
year  olds  wrote  compositions  on  “everything 
that  comes  to  your  mind  about  death.”  Six  to 
ten  year  olds  made  drawings  of  death.  The 
younger  children  were  questioned,  after  a rap- 
port was  established,  about  their  ideas.  Also, 
all  children  were  asked  to  explain  their  draw- 
ings and  compositions  to  avoid  any  arbitrary 
assignment  of  symbolism  by  the  examiner. 

Three  stages  in  the  child’s  ideas  about  death 
evolved  from  this  work.  As  she  explains  each 
stage,  she  brings  in  abundant  and  illuminat- 
ing dialogue  for  illustration.  To  a great  degree 
I have  employed  this  dialogue  in  preference 
to  explanation,  as  the  true  flavor  of  the  chil- 
dren’s responses  can  best  be  grasped  if  they 
speak  for  themselves. 

Stage  one  goes  from  approximately  0-5  years 
and  is  characterized  by  lack  of  recognition  of 
death  as  an  irreversable  phenomenon.  This  can 
take  one  of  two  forms.  Death  can  be  a departure 
or  sleep  (complete  inability  to  recognize  the  na- 
ture of  the  change)  or  it  can  be  a gradual  or 
temporary  process  in  which  the  body  dies  but 
the  person  does  not.  Some  illustrations  of  this 
first  mechanism  are: 

S.  T.4  “The  dead  close  their  eyes  because  sand 
gets  into  them.”14 

—They  have  reflexes. 

S.  J.5  “My  little  sister  will  be  five  years  old 
now  . . . she  will  be  so  big  by  this  time  . . . 
she’s  still  so  small  she  can’t  be  like  a piece  of 
wood.  Only  very  old  people.”14 

—Though  the  wood  expresses  immobility, 
children  continue  to  grow. 

B.  I.4  “He  cries  because  he  is  dead.”14 

T.  P.4  “A  dead  person  is  just  as  if  he  were 
asleep.  Sleeps  in  the  ground  too.” 
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“How  do  you  know  whether  someone  is  asleep 
or  dead?” 

“I  know  if  they  go  to  bed  at  night  and  don’t 
open  their  eyes.  If  somebody  goes  to  bed  at  night 
and  doesn’t  wake  up,  he’s  dead  or  ill.” 

“Will  he  ever  wake  up?” 

“Never.  A dead  person  only  knows  if  a person 
goes  out  to  the  grave  or  something.  He  feels 
that  somebody  is  there  or  is  talking  ...  at  fun- 
erals you’re  not  allowed  to  sing,  just  talk,  be- 
cause otherwise  the  dead  person  couldn’t  sleep. 
He  wants  to  get  out,  but  the  coffin  is  nailed 
down.” 

“If  he  weren’t  in  the  coffin,  could  he  come 
back?” 

“He  couldn’t  root  up  all  that  sand.”14 

—Death  is  associated  with  sleep,  illness,  sen- 
sation, and  imprisonment. 

In  all  these  circumstances,  death  for  the  de- 
ceased is  merely  living  under  changed  circum- 
stances. There  is  some  recognition  that  this  after- 
life is  not  a very  pleasant  one  — a kind  of 
troubled  sleep.  Nagy14  mentions  that  adult  cul- 
ture, as  evidenced  by  funeral  rites,  often  shows 
evidences  of  similar  attitudes. 

Gradual  demise  is  the  other  trend  noted  in  the 
thinking  of  this  young  group. 

L.  B.5  “What  happens  to  him  in  the  coffin?” 

“The  worms  eat  him.  They  bore  into  the 
coffin.” 

“Why  does  he  let  them  eat  him?” 

“He  can’t  get  up  any  longer  because  the  sand 
is  on  him.” 

“If  there  were  no  sand  on  him,  could  he  get 
out?” 

“Certainly,  if  he  wasn’t  badly  stabbed.  He 
would  get  his  hand  out  of  the  sand  and  dig.  That 
shows  that  he  still  wants  to  live.”14 

—Death  is  a matter  of  slow  helminthic  mas- 
tication. 

T.  D.6  Talking  about  a dead  grandfather: 

“Does  he  feel  the  cold  or  was  it  just  that  his 
skin  was  like  that?”  (Cold). 

“If  he  is  dead  he  feels  too.  If  he  is  dead  he 
feels  a tiny  little  bit.  When  he  is  quite  dead 
he  no  longer  feels  anything.”14 
—Increments  of  death. 

G.  P.fi  In  a delightful  manner  she  envisages 
how,  after  being  buried  for  four  days,  the  angels 
find  you,  give  you  wings,  take  you  to  heaven. 
Then,  “If  its  a woman,  she  does  the  cleaning. 
If  it’s  a man,  he’ll  be  an  angel.  He  brings  the 


Christmas  trees.  Who  doesn’t,  bakes  cakes  in  the 
sky  and  brings  toys.  . . . It’s  a good  thing  to  be 
in  heaven.  You  can’t  get  wet,  don’t  get  soaked  if 
it  rains.  It  only  rains  on  the  earth.  . , . I’m  going 
to  bake  cakes  the  whole  year.  Each  angel  has 
got  its  own  stove.  ...  If  the  cakes  are  done  we 
can  play  hide  and  seek.  Then  the  children  hide 
in  the  clouds.”14 

—Death  is  fantasied  as  an  eternal  toyland 
preceded  by  a few  days  during  which  time  he 
“can’t  see  . . . move  . . . speak  . . . open  his  eyes.” 
We  see  that  death  is  only  slightly  more  sophis- 
ticated for  these  children.  Death  does  exist,  but 
the  distinction  between  life  and  death  is  fuzzy. 

Our  child  now  moves  on  to  stage  two,  lasting 
from  his  sixth  to  his  ninth  year.  Now,  death  be- 
comes personified.  Once  again,  there  are  two 
variations.  In  the  first,  death  is  some  symbolic 
figure;  in  the  second,  death  is  identical  to  the 
dead. 

Examples  of  this  first  mode  of  thought  are: 

B.  M.6  “Catches  bad  children.  Catches  them 
and  takes  them  away.” 

“What  is  he  like?” 

“White  as  snow.  Death  is  white  everywhere. 
It’s  wicked.  It  doesn’t  like  children.” 

“.  . . What  is  white  about  it?” 

“The  skeleton,  the  bone-skeleton.”14 
—Death  is  a wicked  white  skeleton. 

P.  G.s  “Death  comes  when  somebody  dies,  and 
comes  with  a scythe,  cuts  him  down  and  takes 
him  away.  When  death  goes  away  it  leaves  foot- 
prints behind.  When  the  footprints  disappear, 
it  comes  back  and  cuts  down  more  people.”11 
— Death  as  the  reaper. 

B.  T.9  “Death  is  a skeleton.  It  is  so  strong  it 
can  overturn  a ship.  Death  can’t  be  seen.  Death 
is  in  a hidden  place.  It  hides  in  an  island.”14 
—An  invisible  skeleton  of  untold  strength. 

V.  P.9  “Death  is  very  dangerous  ...  is  invis- 
ible . . . comes  at  night  ...  is  like  a skeleton.”14 
—We  begin  to  see  a pattern. 

B.  G.5  “Stabs  you  to  death  with  a knife.” 
“What  is  death?” 

“A  man.”14  He  then  describes  having  seen  death 
in  a field. 

K.  P.6  “Puts  on  a white  coat  and  a death  face." 
“Who?” 

“Death.  Frightens  the  children.”14 

S. D.S  “It’s  like  a man  in  its  body.  In  its  way 
of  thinking,  it’s  different.”14 

T.  S.7  “An  invisible  man,  in  the  form  of  a 
ghost.  Comes  in  the  air.”11 
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In  two  of  the  interviews  children  relate  how 
death  is  pursuing  them,  and  tell  how  they  hide 
in  their  rooms,  etc. 

We  notice  how  frequently  death  is  envisioned 
as  evil,  invisible,  powerful,  in  pursuit,  and  in  the 
form  of  a ghost  or  skeleton. 

Other  children  of  this  age  tie  their  concepts 
to  dead  people,  rather  than  to  ghosts  and  skele- 
tons. 

A.  C.7  “What  is  death?” 

“A  dead  person  who  hasn’t  any  flesh  any  more, 
only  bones.  If  a person  dies,  that  will  be  death.”14 

Children  from  five  to  nine  then  see  death  as 
existing  outside  of  themselves,  in  the  form  of  a 
figure  who  behaves  in  certain  characteristic  ways 
the  specifics  of  which  vary  with  the  individual 
child.  Death  is  in  the  death-man,  not  them- 
selves, and  only  those  die  who  the  death-man 
can  catch. 

As  children  reach  the  age  of  about  nine,  they 
enter  into  the  final  stage,  in  which  death  is  recog- 
nized as  a state  from  which  there  is  no  return, 
the  final  condition  of  all  living  things  (them- 
selves included),  and  arrived  at  in  accordance 
with  the  natural  pre-determined  laws  that  guide 
our  universe.  The  bogey  man  is  gone,  and  with 
it  gone  the  security  that  must  be  abandoned 
when  one  enters  the  realm  of  the  unknown. 

F.  E.10  “Death  is  the  great  squaring  of  accounts 
in  our  lives.  It  is  a thing  from  which  our  bodies 
can  not  be  resurrected.  It  is  like  the  withering  of 
flowers.”14 

C.  G.9  “Death  is  the  end  of  life  on  earth.”14 

F.  G.9  “Death  is  something  that  no  one  can 
escape.  The  body  dies,  the  soul  lives  on.”14 

S.  T.9  “To  die  means  to  begin  a new  life. 
Everyone  has  to  die  once,  but  the  soul  lives 

>?14 

on. 

In  review  then,  the  child  first  denies  death, 
considering  it  an  altered  form  of  life;  he  grad- 
ually sees  that  it  is  quite  a bit  different  from, 
and  quite  a bit  less  pleasant  than  life.  However, 
he  now  exorcises  death,  and  projects  it  onto  a 
symbolic  and  remote  figure.  Death  has  no  bear- 
ing on  him  as  long  as  he  follows  certain  rules 
to  avoid  that  figure.  But  reality  is  insistent,  and 
he  finally  combines  both  his  own  fate  and  the 
idea  of  an  entirely  altered  existence  (if  any) 
into  his  concept  of  death.  Yet  I can’t  help  but 
be  struck  by  the  similarities  between  the  first 
and  the  last  stages.  In  both,  death  is  only  ap- 


parent. The  latter  differs  in  that  the  child  makes 
the  concession  that  the  voyage  to  the  afterlife 
must  be  made  without  corporeal  baggage  — 
but  are  there  any  other  differences?  Does  this 
apparently  admirable  synthesis  actually  amount 
to  a slicked  over  regression?  For  there  is  an 
important  element  unaccounted  for  in  this  last 
stage  — the  element  of  fear.  There  is  an  entirely 
premature  tone  of  “at  peace  with  death,”  in  these 
last  interviews  that  contrasts  sharply  with  the 
overt  fear  of  stage  two.  This  final  concept  is 
certainly  not  a more  comforting  one,  so  that  if 
anything  we  should  expect  fear  to  increase.  By 
means  of  what  defense  mechanisms  this  paradox 
can  occur  seems  to  be  a most  vital  problem 
towards  which  future  research  might  be  directed. 

Perhaps  the  earliest  and  still  some  of  the 
best  characterization  of  children’s  thoughts  was 
done  by  Piaget.15  Rather  than  describing  differ- 
ent stages  in  the  awareness  of  death  he  described 
different  stages  in  the  conceptualization  of  life. 
Of  course  the  two  concepts  are  logically  and 
inextricably  bound  together,  like  a mountain  and 
a valley,  and  any  distinction  is  of  necessity  arti- 
ficial. At  the  start,  the  child  considers  every- 
thing alive  that  is  active  and  has  a function. 
Next,  life  becomes  synonomous  with  motion,  this 
stage  eventually  subdividing  into  spontaneous 
motion  (alive),  and  motion  due  to  external  force 
( dead ) . They  may  also  define  life  via  other 
parameters  (to  be  warm,  have  blood,  to  speak, 
etc.)  that  the  child  interprets  in  his  own  charm- 
ingly literal  way.  Piaget’s  basic  concept15  is  that 
the  child  starts  with  an  idea  of  universal  life  as 
his  basic  assumption.  We  can  assume  that  from 
that  point  on  the  concept  of  death  begins  to  form 
through  The  process  of  elimination. 

The  first  major  study  of  children’s  ideas  about 
death  was  made  in  1934  by  Schilder  and  Wes- 
chler19  on  a population  of  New  York  City  chil- 
dren between  the  ages  of  five  and  fifteen.  There 
were  76  subjects,  including  some  mentally  de- 
ficients, some  children  with  organic  disease,  a 
moderate  number  of  behavior  problems,  and  the 
remainder  “normal.”  At  the  beginning  of  their 
study,  spontaneous  discussion  was  used  to  ob- 
tain data.  Later,  a series  of  eight  pictures  de- 
picting violence,  corpses,  and  other  death-related 
themes  was  shown.  Each  child  described  what 
he  saw,  then  was  questioned  about  specific  de- 
tails. The  resultant  conclusions  are  legion,  the 
most  important  ones  being:  1)  Children  deal 
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with  death  in  a completely  matter  of  fact  real- 
istic manner.  Their  descriptions  of  death  are 
often  concrete  and  vivid.  2)  Though  their  own 
observations  are  important,  they  frequently  ac- 
cept conventional  ideas  about  death  uncritically. 
3)  All  children  emphasize  the  immobility  of  the 
dead.  4)  Children  do  not  believe  in  their  own 
death,  nor  do  they  fear  death  frequently.  How- 
ever, none  of  them,  no  matter  what  their  con- 
victions, want  to  die.  5)  Though  they  deny  the 
possibility  of  their  own  death,  they  are  willing 
to  believe  in  the  death  of  others.  6)  Death  is 
reversible  to  the  very  young  child.  7)  Death  may 
be  the  result  of  illness,  violence,  overeating,  or 
punishment  by  God.  8 ) The  appearance  of  death 
and  its  reality  are  not  sharply  defined.  9)  Death 
is  often  thought  of  as  a deprivation. 

The  main  defect  in  their  work  is  their  failure 
to  consider  the  differences  in  thought  that  occur 
at  the  different  age  levels  in  childhood.  The 
ideas  of  the  five  year  old  are  mixed  with  the 
ideas  of  the  fifteen  year  old,  a process  which, 
as  we  have  seen,  has  no  justification. 

The  next  major  contribution  to  the  field  was 
by  Sylvia  Anthony4,  whose  study  of  a group  of 
91  English  children  aged  three  to  nine  was  pub- 
lished in  the  book  “The  "Child’s  Discovery  of 
Death.”  She  used  a variety  of  techniques;  an 
intelligence  test  in  which  death  related  mater- 
ial occurs,  a picture  completion  test,  and  par- 
ents written  accounts  of  their  children’s  spon- 
taneous interest  in  death.  The  study  took  two 
years;  the  findings  span  three  different  areas. 
Her  first  concern,  as  was  ours,  was  whether  chil- 
dren do  indeed  think  about  death.  A project 
was  set  up  in  which  the  children  participated 
in  a story  completion  test.  Although  none  of  the 
story  stems  contained  any  reference  to  death 
children  included  some  aspects  of  death  in  their 
completions  in  over  fifty  percent  of  the  cases. 

The  second  problem  was  “what  do  they  think 
about  death?”  Using  the  techniques  mentioned 
previously  she  was  able  to  divide  their  responses 
into  five  categories.  Category  A involved  no 
knowledge  of  the  word  whatsoever.  Category 
B extremely  limited  understanding.  Category  C 
children  thought  they  had  some  knowledge  of 
the  word;  their  answers  referred  to  human  be- 
ings, often  elaborated  with  some  non-essential 
part  of  death  (i.e.  a coffin).  No  children  under 
the  age  of  eight  were  able  to  give  any  more 
sophisticated  definition  than  this;  and  all  the 


children  in  the  7-8  year  range  gave  answers  in 
this  category.  Category  E was  used  when  the 
children  made  reference  to  the  biological  essen- 
tials of  death,  and  category  D responses  included 
some  mention  of  biological  factors  but  without 
sufficient  generalizations. 

Last,  the  fear  of  death  in  children  was  ex- 
plored. Two  classes  of  fear  of  death  were  de- 
scribed.4 Chronic  death  anxiety  is  a vague  fear, 
occuring  in  children  before  the  age  of  five.  These 
children  are  too  young  to  see  any  direct  relation- 
ship between  death  and  themselves;  rather  they 
fear  physical  reprisal  for  their  own  aggressive 
feelings  via  a mode  of  psychological  function- 
ing known  as  the  Talion  Law  (“an  eye  for  an 
eye,  a tooth  for  a tooth”).  We  know  that  young 
children  are  often  unable  to  fathom  true  cause- 
effect  relationships  and  may  believe  that  the 
only  reason  that  things  happen  is  because  some- 
one wishes  them  to  happen.  (When  he  was 
young  and  wished  to  be  fed,  was  he  not  fed?) 
Many  unpleasant  occurences  may  be  thought 
due  to  the  hatefulness  of  some  person  or  some 
thing.  Of  course  in  the  natural  course  of  sociali- 
zation , children  experience  bountiful  frustration, 
the  result  of  which  is  frequent  malevolent  wishes 
towards  ambivilently  loved  parents.  Chronic 
death  anxiety  is  considered  then  to  be  fear  of 
reprisal  for  aggressive  thoughts  (and  their  as- 
sumed effects)  by  an  omnipotent  parent. 

Critical  death  anxiety  is  felt  by  older  children, 
and  is  due  to  the  sudden  awareness  of  their  own 
mortality.  It  is  predicated  on  the  realization  that 
they  are  individuals  separate  from  the  universe 
and  that  death  can  happen  to  anyone. 

When  we  discuss  fear  of  death,  it  is  important 
to  have  clear  in  our  minds  the  distinction  be- 
tween a normal  fear  of  death  and  a pathologic 
fear  of  death,  or  “thantophobia.”  Thantophobia, 
like  all  neurosis,  is  an  exaggeration  of  a normal 
reaction  to  the  point  where  it  becomes  maladap- 
tive. In  an  article  titled  “The  Fear  of  Death"  C. 
W.  Wahl22  discusses  this  symptom.  It  is  found  in 
children  as  young  as  three  years  old,  occurring 
concommitantly  with  concept  formation  and 
guilt  formation.  Dr.  Wahl  discusses  the  Talion 
Law  thoroughly,  considering  it  to  be  the  basic 
explanation  for  thantophobia.  He  does  not  divide 
the  fear  into  two  classes  as  Anthony4  does,  but 
instead  thinks  that  fear  of  death  due  to  Talion 
law  justice  is  the  only  type  of  death  fear  in 
children. 
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As  with  any  aspect  of  development  the 
death  attitude  is  contingent  for  its  proper 
resolution  upon  a normal  environment.  What  sort 
of  conditions  might  exist  in  the  environment 
that  would  result  in  pathologic  resolution?  Wahl22 
lists  three:  1)  Punitive  rejection  by  parents  who 
are  unloving,  vacillating,  capricious,  or  imma- 
ture. 2)  Intense  sibling  rivalry.  Both  of  these 
lead  to  increased  resentment  and  thereby  cause 
the  child  to  have  increased  guilt  and  fear  later. 
3)  Parental  death.  This  reaffirms  the  child’s  no- 
tion that  his  powers  to  will  people  dead  are  real. 
Worse,  he  imagines  himself  responsible.  In  addi- 
tion to  guilt,  and  sadness  at  his  parents’  death, 
he  often  feels,  however  paradoxically,  a resent- 
ment at  the  same  parent  for  deserting  him! 

Wahl22  also  shows  the  bright  side  to  the  picture 
of  development  though.  He  feels  that  if  a child 
develops  surrounded  by  love  and  if  there  is  fre- 
quent satisfaction  of  his  needs,  a part  of  this 
previously  mentioned  aura  of  omnipotence  per- 
sists into  adult  life,  and  lets  him  feel  (if  he 
doesn’t  examine  it  critically)  that  even  death  is 
under  his  control,  and  so  aids  him  in  facing  the 
reality  of  a mortal  life  span. 

As  with  most  psychological  topics,  we  can  find 
some  pertinent  and  provocative  thoughts  in  the 
writings  of  Sigmund  Freud7.  In  his  last  painful 
years  of  life,  he  produced  the  essay  of  which  I 
speak,  “Notes  for  Times  on  War  and  Death.” 
Freud  asks  himself,  “How  does  man  react  to  the 
thought  of  death?”  And  his  answer  is  that  man 
“denies  it,  just  as  primitive  man  did  centuries 
ago.”  Our  unconscious  refuses  to  believe  in  our 
mortality.  It  contains  no  analog  to  our  conscious 
concept  of  death. 

Freud7  continues,  stating  that  for  children 
death  is  a departure,  a disappearance.  It  is  rep- 
resented in  dreams  as  going  on  a journey.  In 
young  children,  the  fear  of  death  is  more  often 
the  fear  of  the  mother’s  death,  as  they  are  un- 
able to  conceive  of  their  own. 

Another  early  study  of  children  and  death 
was  made  by  F.  Moellenhoff,  and  is  entitled 
“Ideas  of  Children  About  Death.”13  Dr.  Moellen- 
hoff feels  that  the  similarities  between  children’s 
and  adults’  ways  of  viewing  death  are  more  strik- 
ing than  the  differences.  He  studied  children 
with  an  approach  that  consisted  of  waiting  for 
appropriate  situations,  and  styling  his  questions 
to  both  the  child  and  the  occasion.  Children  once 
again  show  their  tendency  to  consider  death  as  a 


reversible  phenomenon.  They  often  make  the  dis- 
tinction between  being  dead  and  being  killed  ( a 
violent,  fearful,  and  usually  irreversible  event). 

The  sources  from  which  children  receive  their 
ideas  about  death  are  at  best  random.  A child 
of  four  years  is  described13  who,  a few  days  after 
her  grandmother’s  death,  encountered  a dead  and 
bloody  goose  on  the  kitchen  table.  After  some 
contemplation  she  said,  “Is  that  what  you  call 
dead?”  Although  her  grandmother’s  funeral  evok- 
ed no  strong  emotions  in  the  child,  the  sight  of 
the  goose  had  a prolonged  impact.  (In  his  con- 
clusion, Moellenhoff13  concurs  with  Freud7  that 
adults,  although  their  conscious  minds  do  hom- 
age to  reality,  are  convinced  in  their  unconscious 
of  their  immortality.) 

What  effect  does  intelligence  play  in  forming 
these  concepts? 

Stacey  and  Reichen18  studied  two  groups  (75 
subjects  in  each  group)  of  fifteen  year  old  girls, 
selected  to  differ  only  in  intelligence.  The  “sub- 
normals” were  institutionalized  girls  with  an 
average  I.Q.  of  65;  the  “normals”  were  high 
school  girls  of  normal  or  superior  intelligence.  A 
questionnaire  of  25  parts  was  given  to  both 
groups  and  significant  differences  found  were 
as  follows: 

The  normal  group  more  often: 

1 ) Imagine  their  own  deaths  more  frequently 
and  more  vividly. 

2)  Think  of  being  killed  in  an  accident  or 
being  buried  alive. 

3)  Have  wished  they  were  dead. 

The  subnormal  group  more  often: 

1)  Have  strongly  emotional  and  fearful  atti- 
tudes toward  death. 

2)  Think  about  dying  from  a specific  fatal 
disease. 

3)  Wish  for,  believe  in,  and  worry  about  a 
life  after  death. 

Another  attempt  to  understand  the  adolescent’s 
ideas  of  death  was  made  by  Caprio15  who  ques- 
tioned 100  adults  about  their  recollections  of 
their  youth.  (Of  course  with  that  magnificent 
distorter  of  fact,  the  human  mind,  just  which 
facts  remain  and  how  they  are  modified  is  a 
consideration  that  puts  a question  mark  at  the 
end  of  each  conclusion.) 

The  majority  of  his  subjects  associated  death 
with  something  “fearful,  gloomy,  and  dark.”  Me- 
mories were  of  kissing  bodies  in  caskets,  seeing 
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mourning  dress,  etc.,  and  it  was  felt  that  fear 
of  the  dark  in  adults  often  has  its  roots  in  just 
such  an  association.  The  idea  of  death  as  a form 
of  punishment  was  also  recalled  and  associations 
between  sleep  and  death  were  common.  State- 
ments such  as  “when  you  die  it’s  just  like  going 
for  a long  sleep  . . .,”  “If  I die  before  I wake  . . .,” 
“He  died  in  his  sleep  . . .,”  etc.,  are  in  such  com- 
mon useage  that  it  is  no  surprise  that  thantopho- 
bia  will  often  manifest  itself  as  insomnia  in  chil- 
dren. Other  neurotic  symptoms  can  take  seed 
from  the  telling  of  morbid  horror  stories  about 
the  dead  to  children.  The  pathogenesis  here  is 
obvious. 

Cousinet6,  a French  worker,  has  proposed  a 
somewhat  different  sequence  in  the  evolution 
of  the  death  concept  in  children.  1)  First  the 
child  refuses  to  accept  the  idea.  2)  Substitution 
of  a severe  but  curable  illness  follows.  3)  Death 
disappears  as  a troublesome  concept.  Relating 
back  to  our  baseline  article,  we  find  the  second 
stage  to  be  decidedly  different  from  that  pro- 
posed by  Nagy14.  Whether  this  is  due  to  differ- 
ent culture,  different  method,  or  different  inter- 
pretation is  not  known. 

Harnik10  offers  us  fear  of  suffocation  in  early 
infancy  as  a possible  cause  of  fear  of  death  in 
later  life. 

Up  to  this  point  we  have  been  considering 
the  sequence  of  ideational  maturation  in  normal 
children  under  normal  circumstances.  However, 
as  physicians  our  contact  with  children  will  pri- 
marily involve  grossly  stressful  and  abnormal 
circumstances.  As  I embark  upon  a considera- 
tion of  how  this  ideation  is  altered  by  unusual 
circumstances  I do  not  mean  to  imply  that  we 
have  satisfied  our  curiosity  about  the  normal 
process.  Since  all  pathology  can  be  considered 
to  stem  from  either  an  exaggeration  or  a deple- 
tion of  some  normal  structure  or  function  of  a 
biological  system  (Physical  or  mental)  it  would 
be  helpful  to  know  all  we  can  about  the  phy- 
siologic before  we  tackle  the  pathologic.  We  are 
limited,  unfortunately,  not  by  our  desires  but 
by  our  data.  With  this  in  mind  let  us  move  ahead, 
hopefully  to  find  that  our  knowledge  of  the 
abnormal  will  enrich  our  understanding  of  the 
normal  as  well. 

Dr.  Herman  Feifel8  has  studied  the  concept  of 
death  in  a group  of  85  normal  (50  young  peo- 
ple, 35  professional  people ) and  a group  of  men- 
tally ill  patients  in  an  attempt  to  find  compari- 
sons and  contrasts  of  research  value.  The  ques- 


tion At  what  periods  in  life  do  people  fear 
death  most  and  at  what  period  do  they  fear  it 
least?’  was  asked  to  both  groups.  Previous  evi- 
dence (not  given)  showed  that  the  answers 
people  give  to  this  question  reflect  their  own 
beliefs  rather  than  the  beliefs  they  feel  others 
would  hold.  The  mentally  ill  patients  thought, 
on  the  whole,  that  death  is  most  frightening  in 
old  age,  and  next  most  frightening  in  childhood. 
In  contrast,  the  control  group  of  “normal”  peo- 
ple chose  childhood  as  the  time  when  death  is 
feared  least.  Does  this  mean  that  people  who 
dealt  poorly  with  thoughts  of  death  during  child- 
hood are  the  same  ones  who  become  mentally 
ill  adults?  Or,  does  it  mean  that  psychiatric  dif- 
ficulties in  childhood  predispose  to  inadequate 
handling  of  death  fears  at  that  time? 

Two  other  workers,  Richmond  and  Waisman™, 
report  that  children  with  cancer  rarely  express 
overt  concern  about  death  (this  based  solely 
upon  clinical  experience).  This  was  considered 
to  be  due  more  to  a strong  repression  than  to 
a lack  of  awareness.  They  also  note  an  air  of 
passivity  surrounding  such  children,  which  atti- 
tude becomes  more  pervasive  as  the  disease 
progresses.  There  is  a passive  resignation  to  pro- 
cedures which  from  other  children  draw  great 
protests. 

Lourie12  on  the  other  hand  feels  that  this  “resig- 
nation” is  nothing  more  than  a cachetic  and  ob- 
tunded  state  in  which  the  terminal  child  ends  by 
living  “beside,  not  in,  the  world.” 

The  attitude  toward  death  of  children  dying 
in  hospitals  will,  as  we  might  expect,  be  largely 
related  to  their  attitudes  toward  illness.  This  is 
only  natural,  since  most  children  are  aware  that 
very  often  people  get  sick,  then  sicker,  then  die. 
Sickness  and  death  are  mysterious  partners,  with 
death  the  ultimate  sickness. 

Children  develop  their  attitudes  towards  ill- 
ness primarily  from  their  parents.  Healthy  par- 
ents react  to  a child’s  pain  and  anxiety  with  sin- 
cere and  comforting  concern,  allowing  the  child 
to  regain  some  sense  of  security.  There  are  other 
types  of  parent-child  interaction  that  do  not 
have  as  fortunate  an  outcome,  however. 

Szurek20  lists  three  primary  types  of  parent- 
child  pathology.  The  obsessive  parent  surpresses 
emotions  of  any  type,  both  her  own  and  her 
child’s.  In  subtle  ways  she  makes  the  child  feel 
guilty  about  expressing  his  pain  and  anxiety 
when  ill.  Of  course  these  feelings,  far  from  dis- 
appearing, are  instead  clamped  tightly  inside 
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where  they  well  up,  often  causing  unbearably 
painful  tension  on  the  taut  capsule  of  repres- 
sion. This  is  the  type  of  child  we  might  expect 
to  be  most  vulnerable  to  fears  and  misapprehen- 
sions about  death  because  he  would  be  unable 
to  let  them  rise  to  the  surface  for  discussion 
and  clarification. 

Another  type  of  parent  is  the  well  known  over- 
solicitous  “dinger.”  It  is  in  no  way  difficult  to 
picture  the  tremendous  anxieties  that  such  a 
mother  will  convey,  both  overtly  and  covertly, 
to  a fatally  ill  child. 

The  third  class  of  parent  has  little  true  feel- 
ing for  their  child,  due  to  any  one  of  a number 
of  reasons.  She  tries  to  overcompensate  but  the 
child  is  not  fooled,  realizes  his  rejection,  and 
feels  resentment.  One  of  his  weapons  is  illness; 
he  can  punish  his  parents  through  guilt.  In  these 
circumstances  death  may  be  the  cause  of  patho- 
logic guilt  in  the  parents. 

A survey  done  in  1964,  studied  the  reactions 
of  25  parents  whose  children  had  severe  con- 
genital heart  disease.  Although  19  of  the  parents 
expressed  great  concern  over  their  child’s  death 
anxieties  only  two  of  them  were  able  to  report 
on  their  child’s  expression  of  his  fears,  indicat- 
ing the  extent  of  the  communications  break- 
down. Their  own  feelings  were  so  intense  that 
denial  and  avoidance  had  to  be  resorted  to  when 
the  child  would  raise  the  topic.  Witness,  for 
example,  how  perfunctorily  the  lid  is  shut  on 
any  possible  further  communication  with  the 
following  children  who  feared  death  during  an 
operation : 

“She  would  come  up  and  say  ’Oh  mama,  Tm 
scared  to  die,  I don’t  want  to  die!’  And  I would 
say  ‘Oh,  we  re  not  even  thinking  thoughts  like 
that.’  ”9 

When  I was  trying  to  explain  things  about 
having  the  operation  he  said,  ‘Momma,  what  if  I 
don’t  get  well?’  And  I said,  ‘Well,  you  will  just 
go  and  live  with  Jesus.’  And  that  was  it.”9 

DISCUSSION 

Now  is  the  time  when  authors,  seated  upon 
the  peak  of  the  mountain  of  facts  they  have 
just  accumulated,  usually  like  to  lie  back  and 
contemplate  the  view.  However,  when  we  turn 
around  to  admire  the  terrain  we  have  just  con- 
quered, it  seems  more  like  a swamp  than  a moun- 
tain. Can  we  make  any  sense  out  of  it? 

I would  like  to  use  this  discussion  for  two 
purposes.  First,  some  criticism  and  commentary 


on  the  work  that  has  been  done.  (As  is  already 
apparent,  in  many  cases  I have  seeded  my  re- 
marks throughout  the  factual  framework  of  the 
paper,  my  hope  being  that  the  criticism  could 
be  evaluated  before  the  actual  data  became  stale 
in  our  minds.) 
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My  other  aim  is  to  use  this  discussion  to  scan 
the  accumulated  research  under  low  power,  not- 
ing any  recurrent  or  consistent  themes  which 
we  might  consider  significant,  valid,  or  gener- 
ally applicable. 

In  my  review,  I will  consider  Dr.  Kasten- 
baum’s11  article  first.  My  first  thought  is  that 
SP/death  is  misnamed.  By  definition,  it  is  a 
structuring  principle  which  differs  from  SP/ 
dominant,  and  which  guides  teenage  thought 
about  their  early  past  and  their  remote  future, 
and  only  incidentally  is  the  principle  structur- 
ing their  thought  on  death.  The  name  as  it  stands 
prejudices  the  reader  to  believe  that  a relation- 
ship to  death  is  the  uniting  principle  of  SP/death 
(which  I prefer  to  call  SP/subordinate). 

The  big  question  with  Nagy’s14  work  is  of 
course,  “can  we  apply  the  results  obtained  on  a 
group  of  Hungarians  to  children  in  other  parts 
of  the  world?”  For  certainly  these  children  have 
quite  specific  ideas  that  are  in  part  cul- 
turally determined.  It  is  my  feeling  that  al- 
though the  specific  coffin,  bogey  man,  or  after- 
life is  characteristically  Hungarian,  that  this  in 
no  way  invalidates  her  conclusions  about  the 
general  method  by  which  children  of  various 
ages  think. 

Schilder  and  Weschler19  examine  a rather  hap- 
hazard group.  Since  we  now  know  that  both 
sick  people  and  mental  defectives  view  death 
somewhat  differently  from  the  rest  of  the  popu- 
lation, this  casts  some  doubt  upon  their  find- 
ings. 
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Anthony1  tries  to  be  overly  scientific  when  she 
divides  her  children  into  five  categories.  The 
categories  blend  into  each  other  on  a continum, 
and  just  where  each  category  has  its  boundar- 
ies is  not  clear.  Three  categories  would  have  more 
than  sufficed  in  this  case.  I also  find  it  hard 
to  understand  why  she  calls  early  fear  chronic 
death  /ear,  when  she  herself  admits  that  the 
child  is  too  young  to  know  what  death  is. 

I now  come  to  a discussion  of  Thantophobia 
and  in  relation  to  that  would  like  to  breach  a 
topic  that  looms  enormous  in  American  psycho- 
pathology today,  the  death  taboo.  Just  as  sex, 
when  Children’s  exploratory  questions  are  quickly 
and  embarrassedly  hushed  or  evaded,  emerges 
as  something  unknown,  dirty,  evil,  so  do  the 
child’s  questions  about  death,  quickly  and  de- 
cisively buried  with  nervous  and  unsatisfying 
replies,  elicit  a concept  of  something  evil,  hurt- 
ful, and  frightening.  Death  becomes  too  terrible 
to  talk  about.  Since  he  doesn’t  talk  about  it  we 
often  assume  that  he  doesn’t  think  about  it,  just 
as  we  once  assumed  that  children  didn’t  think 
about  sex.  But  these  prohibitions  act  only  on 
the  tongue,  not  on  the  mind,  and  the  gnarled 
and  ludicrous  concepts  that  many  children  hold 
about  death  may  stem  from  a lack  of  exposure 
to,  rather  than  an  inability  to  grasp,  more  sophis- 
ticated concepts.  The  specific  ideas  that  com- 
prise a child’s  picture  of  death  — skeletons,  sleep, 
ghosts,  angels  with  wings,  — are  not  their  own 
creations.  Just  as  filter  paper  can  absorb  both 
wine  and  water,  so  can  the  rapidly  growing 
mind  of  a child  accept  whatever  concepts  in 
which  it  is  bathed.  As  for  interest,  what  makes  us 
think  that  the  child  will  be  less  interested  in 
where  he  is  going  than  in  where  he  came  from? 

Fear  of  death  has  been  purported  to  be  sec- 
ondary to  an  amazingly  broad  gamut  of  condi- 
tions. Murder  fear,  castration  anxiety,  maternal 
separation  anxiety,  fear  of  the  dark,  physical 
restraint,  masturbation  guilt,  experiences  at  fun- 
erals, fear  of  pain,  fear  of  the  unknown,  guilt 
about  unfulfulled  potential;  all  have  been  hope- 
fully preferred  by  various  workers  as  the  true 
basis  for  thantophobia.  Even  the  discovery  that 
fear  of  death  is  a neurological  symptom  has 
found  its  way  to  the  journals.  Of  course,  this 
shotgunning  of  ideas  usually  means  that  no- 
body knows.  All  of  which  shows  the  need  for 
more  work  like  that  of  Dr.  Alexander1' 2’ 3 whose 
conclusions  may  not  be  earth  shattering,  but 
they’re  most  probably  valid. 


My  remarks  about  parents  are  not  intended 
to  imply  that  there  is  some  inherrently  obvious 
“correct  way’’  to  relate  to  a dying  child  and  that 
these  mommys  have  botched  an  easy  job.  Wiser, 
more  informed,  and  subjectively  less  involved 
physicians  are  themselves  only  rarely  able  to 
strike  just  the  perfect  balance  between  the  right 
amount  of  tact  and  the  right  amount  of  fact. 

Now  let  us  try  to  crystalize  all  that  we  have 
learned  into  as  unified  a picture  of  childhood 
and  death  as  possible. 

Very  young  children  are  not  skilled  at  dis- 
tinguishing between  the  living  and  the  dead. 
Disappearance  is  their  first  concept  (dead  peo- 
ple go  away).  Immobility  is  another.  They  real- 
ize very  early  that  death  is  not  a good  thing  to 
happen  to  someone,  and  associate  it  with  affect, 
if  not  fear.  But  function  is  a more  difficult  con- 
cept than  structure,  and  therefore  a dead  body 
is  potentially  able  to  function  in  the  same  way 
that  a live  one  is,  unless  his  structure  is  changed 
(worms,  woodenness  of  age)  or  external  forces 
(sand)  prevent  him.  At  this  age  death  is  often 
closely  tied  with  sleep. 

In  the  early  school  years  (5-8  or  9)  this  fear 
that  started  to  build  up  in  the  previous  period 
now  reaches  a peak.  Death  slowly  becomes  more 
related  to  himself  as  his  unique  identity  be- 
comes more  apparent.  Death  is  still  something 
that  comes  from  outside  and  changes  people 
structurally.  Violent  injuries  are  the  prototype 
of  his  thoughts  about  death.  It  can  now  happen 
to  him,  but  only  by  accident.  By  this  age  things 
in  the  environment  have  become  associated  with 
death,  and  he  will,  in  a very  literal  manner  tie 
in  other  concepts  ( skeletons,  etc. ) . Often,  death 
is  personified. 

Between  the  ages  of  8 and  10  there  is  a rapid 
increase  in  understanding  accompanied  by  a 
sudden  apparent  resolution  of  fear.  Death  is  per- 
manent, inevitable,  and  is  destined  for  all.  It 
can  be  caused  by  a great  variety  of  conditions. 
Whether  on  a deeper  level  the  fear  is  really 
gone  or  is  present  in  another  form  is  not  known. 
Conventional  modes  of  viewing  death  are  ac- 
cepted at  this  time. 

As  the  child  moves  into  adolescence  and  out 
of  past  securities  and  stabilities,  affect  asso- 
ciated with  death  begins  to  return.  It  is  not 
overt,  although  many  times  it  makes  its  appear- 
ance in  dreams.  In  fact,  in  outward  appearance 
and  behavior  the  adolescent  defies  death  to 
prove  him  mortal.  They  acknowledge  rationally 
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that  death  is  an  unpleasant  reality,  but  relegate 
it  to  the  same  obscure  and  remote  hinterlands 
of  childhood  and  old  age  that  other  threats  to 
their  tenuous  self  confidence  (weakness  for  ex- 
ample) have  been  banished  to.  We  see  that  the 
same  denial  is  used  later  in  life  if  the  ego  should 
become  similarly  weak,  as  occurs  in  mental  ill- 
ness. By  college  age  the  affect  has  not  yet  dis- 
appeared. 

But  in  the  end  we  must  realize  the  individual 
and  subtle  complexity  of  each  dying  person’s 
thoughts.  “Avoidance,  anxious  hope,  uneasy  res- 
ignation, calm  acceptance,  all  are  displayed  in 
fluctuating  array.  This  makes  it  possible  for  the 
patient  to  maintain  communal  relationships,  yet 
marshal  his  strength  to  wrestle  with  impending 
extinction.”23  If  we  are  to  aid  him  with  his  silent 
struggle,  we  must  use  our  knowledge  via  sound 
communication  and  impelled  by  compassion;  the 
elements  of  the  art  of  medicine. 
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Boyden  L.  Crouch,  M.D.,  is  the  Phoenix-based 
physician  as  assistant  to  D.  W.  ( Derm ) Melick, 
M.D.,  in  the  Arizona  Regional  Medical  Program. 
He  recently  attended  the  National  Conference  of 
State  Medical  Representatives  on  Continuing 
Education.  On  his  return  he  reported  to  ArMA. 
A brief  summary  of  this  important  meeting  is: 

1.  There  is  a rapidly  developing  pressure  from 
the  community  for  more  high  quality  med- 
ical care. 

2.  The  concept  that  good  medical  care  is  a 
right  and  not  a privilege  is  held  widely. 
The  system  of  health  care  is  coming  to  be 
regarded  as  a public  utility. 

3.  There  is  a pressing  need  for  physicians  to 
become  involved  with  the  problems  of  com- 
munity health. 

4.  Physicians  must  grasp  the  opportunity  to 
become  involved  with  health  problems  in 
order  that  they  can  shape  their  own  destiny. 

5.  Physicians  must  become  involved  with  their 
own  updating  and  upgrading  through  con- 
tinuing education  and  evaluation  of  health 
care. 

6.  The  state  and  local  medical  societies  must 
take  an  active  role  in  developing  continuing 
education  facilities  for  all  health  personnel 
and  that  close  liaison  must  be  developed 
between  members  of  the  health  professions 
and  the  community  hospital. 

Robert  Stark,  M.D.,  has  accepted  the  Chair- 
manship of  the  Section  on  Medical  Education 
(Professional  Committee).  ArMA  will  be  the 
focal  point  for  implementing  these  programs. 
Every  doctor  in  Arizona  can  and  will  benefit 
by  this  activity. 

This  is  but  one  more  way  ArMA  is  helping  its 
own  membership. 

A special  talk  on  “Continuing  Education  and 
the  Physician  in  Arizona”  will  be  presented  dur- 
ing the  annual  meeting  at  9:00  a. m.  on  Thursday, 
April  24,  in  Room  A1  of  the  Safari  Hotel  Con- 
vention Center. 

Arthur  V.  Dudley,  Jr.,  M.D. 

President 
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THE  NEW  ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES 


At  its  annual  meeting  in  Houston,  early  this 
winter,  the  Association  of  American  Medical  Col- 
leges met  for  the  first  time  as  a reorganized 
group.  During  the  summer  and  fall,  however,  its 
newly  established  Councils  had  already  begun  to 
move  in  new  directions.  Two  important  work- 
shops were  held,  and  conclusions  from  these 
workshops  were  brought  forward  to  the  Associa- 
tion as  a whole.  It  is  the  reaction  to  those  con- 
clusions, as  much  as  to  the  reorganization  itself, 
that  has  generated  so  much  discussion.  A few 
comments,  therefore,  would  seem  to  be  in  order. 

First,  a workshop  was  held  on  the  subject  of 
graduate  medical  education.  As  most  members 
of  the  Arizona  Medical  Association  know,  the 
AM  As  Council  on  Medical  Education  had  earlier 
set  up  a Commission,  under  the  leadership  of 
President  John  Millis  of  Case-Western  Reserve 
University,  to  consider  methods  for  improving 
the  management  of  graduate  medical  education 
in  the  United  States.  There  was  a reason  for  this. 
Internships  are  under  the  split  domination  of 
medical  schools  and  hospitals.  Approval  of  in- 
ternships is  guided  by  the  Internship  Review 
Committee  of  the  AMA’s  Council  on  Medical 
Education.  However,  the  American  Hospital  As- 
sociation also  has  a big  role  in  this  process 
through  its  own  accreditation  of  hospitals,  with- 
out which  an  internship  cannot  be  approved. 
Further,  variation  in  state  licensure  laws  may 
also  affect  the  structure  of  internships. 

Residencies,  on  the  other  hand,  are  under  less 
conspicuous  domination  by  medical  schools.  In- 
stead, they  are  regulated  chiefly  by  the  nineteen 
American  specialty  boards.  Here  too,  residencies 
can  only  be  conducted  in  hospitals  approved  by 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals. Thus,  inconsistency  runs  rampant  in  de- 
fining the  roles  of  the  medical  schools,  the  hos- 
pitals, the  Specialty  Boards  and  the  Residency 
Review  Committees  of  the  American  Medical 
Association  in  this  field. 

The  Millis  Commission  Report  recommended 
that  a Commission  on  Graduate  Medical  Educa- 
tion be  established  with  membership  from  the 
AMA’s  Council  on  Medical  Education,  the  As- 
sociation of  American  Medical  Colleges  and  the 
National  Academy  of  Sciences.  This  Commission 
would  take  on  the  responsibilities  now  assumed 
by  the  Advisory  Board  for  Medical  Specialities. 


The  AAMC  workshop  on  this  subject  generally 
endorsed  the  idea  of  establishing  a Commission 
on  Graduate  Medical  Education  but  tended  to 
favor  enlarging  the  role  of  the  university  in  grad- 
uate medical  education. 

The  second  workshop  dealt  with  Health  Man- 
power and  the  Medical  School  curriculum.  After 
a three-day  session  on  this  subject,  the  overriding 
recommendation  of  the  workshop  was  that  “med- 
ical schools  must  now  actively  revise  the  content 
and  method  used  in  the  total  span  of  the  educa- 
tion of  the  physician  so  that  his  professional  com- 
petence will  be  most  relevant  to  meeting  the 
changing  health  needs  of  the  people.” 

The  workshop  participants  also  enunciated 
five  less  comprehensive  recommendations,  as  fol- 
lows: (1)  Medical  schools  must  increase  their  out- 
put of  physicians.  All  schools  should  immediately 
increase  the  number  of  entering  students,  accele- 
rating expansion  by  redistributing  temporarily 
the  use  of  existing  resources:  (2)  medical  schools 
must  admit  increased  numbers  of  students  from 
geographic  areas,  economic  backgrounds  and 
ethnic  groups  that  are  now  inadequately  repre- 
sented; (3)  medical  schools  must  individualize 
the  education  of  the  physician  to  fit  the  students’ 
varying  rates  of  achievement,  various  educa- 
tional backgrounds  and  differing  career  goals; 
(4)  medical  school  curricula  should  be  developed 
by  interdepartmental  groups  that  include  partici- 
pation of  students.  Curricula  should  be  ratified 
by  the  faculty  as  a body  rather  than  by  individ- 
ual departments  and  (5)  the  medical  schools  must 
now  assume  responsibility  for  education  and  re- 
search in  the  organization  and  delivery  of  health 
services. 

The  Association  voted  to  endorse  the  overrid- 
ing recommendation  quoted  above  but  referred 
the  five  separate  recommendations,  without 
formal  endorsement,  to  the  individual  medical 
schools  since  it  was  felt  that  all  schools  could  not 
possibly  respond  positively  to  all  five  recom- 
mendations. This  stand  on  increasing  our  enroll- 
ments, plus  the  story  of  the  reorganization  of  the 
Association,  is  what  has  created  such  a flurry  of 
interest,  nationally. 
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ADVERSARY  SYSTEM 


William  B.  McGrath,  M.D, 


Editorial 


Coming  from  a legal  hearing  a physician  ex- 
postulates: "That  lawyer  was  not  interested  in 
the  truth.  He  was  just  trying  to  win  his  case.” 
Or  at  a social  gathering,  a doctor  may  make  his 
sarcastic  observation:  “Lawyers  operate  by  some 
kind  of  inferior  code  of  ethics  or  honesty.” 

Attorneys  must  get  very  tired  of  listening  to 
our  presumptuous  and  unwarranted  criticism.  It 
is  a credit  to  their  professional  kindness  that  they 
often  refrain  from  making  fools  of  11s  or  from 
letting  us  make  fools  of  ourselves.  For  our  an- 
tagonism is  a measure  of  our  ignorance. 

Even  educated  persons  find  it  hard  to  accept 
the  adversary  system.  Yet  it  is  not  as  strange  and 
archaic  as  it  sounds.  Has  it  not  always  provided 
a method  for  the  resolution  of  our  non-legal  con- 
tests and  games?  Or,  if  we  propound  a new 
theory  is  it  not  our  task  to  defend  it  and  yours 
to  try  to  find  fault  with  it?  And  the  old  wish  is 
not  just  fervent  but  quite  valid:  may  the  best 
man  win! 

Whatever  the  charge  against  a person  or  what- 
ever his  real  or  imaginary  grievance,  he  does 
have  the  right  to  trial.  His  attorney,  with  the 
help  of  his  witnesses,  must  do  his  best  to  prove 
the  facts  essential  to  his  case.  The  other  party 
must  strive  to  disprove  those  facts  or  to  establish 
an  affirmative  defense.  Under  strict  rules  of  evi- 
dence each  side  has  the  privilege  of  cross  ex- 
amination and  argument. 

Hence  a trial  seems  to  limp  along  with  a frus- 
trating, palsied  gait.  We  do  not  understand  the 
very  complicated  rules  of  evidence,  and  their 
application  often  seems  inconsequential  and  trif- 
ling. So  we  suppose,  in  our  conceit,  that  we 
could  define  the  issues  and  resolve  them  in  half 
the  time.  If  we  ever  had  the  humility  to  inquire, 
perhaps  the  lawyers  would  explain  the  constrain- 
ing reasons  for  their  rules,  and  we  could  see  how 
far  off  base  our  objections  usually  are. 

The  truth  as  one  person  sees  it  may  not  be  the 
truth  from  another  person’s  viewpoint.  Then 
their  differences  have  to  be  settled  by  some  form 
of  trial.  To  paraphrase  Churchill,  the  adversary 
system  is  the  worst  possible  system  — until  you 
try  to  imagine  any  other. 


MARCH,  1969 
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STATE  OF  ARIZONA  — WORKMEN'S  COMPENSATION  GUIDE 

Walter  V.  Edwards,  M.D. 


INTRODUCTION 

In  the  ensuing  months  the  Arizona  Medical 
Association  will  publish,  in  piecemeal  form,  this 
guide  for  the  information  of  physicians  regarding 
their  privileges  and  responsibilities  in  connection 
with  the  care  of  patients  covered  by  the  Arizona 
Workmen’s  Compensation  Law.  Treatment  of  in- 
dustrial patients  always  involves  the  physician 
in  considerations  which  are  lacking  in  cases  in 
which  the  patient  pays  his  own  medical  bills 
and  in  which  the  patient  receives  no  compensa- 
tion for  his  inability,  or  failure  to  work.  There 
are,  however,  comparable  considerations  in  the 
care  of  all  patients  with  prepaid  hospital,  medi- 
cal care,  and  disability  income  protection  insur- 
ance plans. 

These  considerations  do  not  decrease  the 
physician’s  responsibility  to  render  the  best  pos- 
sible medical  care.  In  fact,  valid  third  party  in- 
terests and  the  lessened  individual  responsibility 
on  the  part  of  the  patient  add  to  the  complexity 
of  the  clinical  problem  faced  by  the  physician. 
The  complexity  can  be  magnified  many  times  by 
lack  of  adequate  communication  between  the 
physician,  the  employer,  the  insurance  carrier, 
and  the  state  administrative  agency.  Perhaps  re- 
luctantly the  physician  is  involved  in  a team 
effort  to  restore  the  disabled  workman  to  maxi- 
mum gainful  employment  at  the  earliest  reason- 
able date  with  the  highest  possible  level  of 
physical  and  emotional  restoration.  To  success- 
fully treat  the  patient  and  participate  in  this 
shared  responsibility  for  the  resolution  of  dis- 
ability, the  physician  must  be  knowledgeable 
regarding  the  basic  concepts  of  the  Workmen’s 
Compensation  Law,  his  duties,  and  the  need  for 
recognition  of  the  full  scope  of  the  clinical  prob- 
lems. 

It  is  for  these  reasons  that  this  guide  will  be 
published  when  completed  with  the  hope  that 
the  rights  of  the  injured  workman,  the  insured 
employer,  and  the  insurance  carrier  will  thereby 
by  better  protected,  and  that  the  physician  will 
derive  a greater  sense  of  accomplishment  and 
satisfaction  from  treatment  of  industrial  patients. 
HISTORY  OF  THE  ACT 

Prior  to  statehood  in  1912  an  injured  work- 
man’s only  recourse  for  loss  of  time,  medical 
expense,  and  permanent  physical  disability  was 
that  of  suing  the  employer  and  proving  fault. 


The  Constitution  of  Arizona  provided  that  the 
legislature  should  enact  a workmen’s  compulsory 
compensation  law,  but  provided  the  injured  em- 
ployee with  an  option  to  settle  for  compensation 
as  provided  by  law  or  to  retain  the  right  to  sue 
the  employer.  In  1925,  the  constitution  was 
amended,  and  the  legislature  adopted  a work- 
men’s compensation  act  based  upon  the  concept 
of  liability  of  the  employer  without  fault  which 
made  the  employer  responsible  economically  for 
injuries  and  diseases  “arising  out  of  and  in  the 
course  of  employment.”  Basically  this  made  the 
employer  responsible  for  furnishing  adequate 
medical  care,  payment  of  compensation  to  help 
absorb  the  loss  of  wages  while  disabled,  and  pay- 
ment for  permanent  disabilities  that  resulted.  An 
employer  could  be  either  self-insured,  insured 
by  private  insurance  company,  or  insured  by  the 
State  Workmen’s  Compensation  Insurance  Fund. 
But  since  all  costs  in  the  program  were  borne 
ultimately  by  the  employer  there  developed  a 
valid  third  party  interest  in  the  prompt  recovery 
of  an  injured  employee. 

There  were  relatively  few  amendments  in  the 
Workmen’s  Compensation  Law  during  the  next 
43  years.  In  1948,  the  law  was  amended  to  place 
a $1,000  per  month  limit  on  the  wages  upon 
which  insurance  premiums  would  be  paid  and 
upon  which  compensation  would  be  based.  In 
1968,  a special  session  of  the  state  legislature 
passed  to  a major  revision  of  the  Workmen’s 
Compensation  Law,  details  of  which  have  been 
discussed  elsewhere  or  will  be  evident  in  the 
subsequent  portions  of  this  brochure.  In  the  past 
the  major  portion  of  the  Workmen’s  Compensa- 
tion Insurance  has  been  underwritten  by  the 
state  workmen’s  compensation  insurance  fund 
which  has  been  administered  by  the  Industrial 
Commission  of  Arizona,  which  has  also  served  as 
the  quasi- judicial  agency  adjudicating  all  claims 
under  the  Workmen’s  Compensation  Law.  Most 
physicians  have  in  the  past  been  accustomed  to 
filing  most  of  their  industrial  injury  reports  only 
with  the  Industrial  Commission  of  Arizona.  In 
the  future,  however,  the  State  Workmen’s  Com- 
pensation Insurance  Fund  will  become  one  of  in- 
numerable insurance  carriers  with  whom  reports 
must  be  filed  as  well  as  with  the  Industrial  Com- 
mission. 

(To  Be  Continued) 
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ARIZONA  HEALTH  TRENDS 
A new  publication  of  the 
Arizona  State  Department  of  Health 

In  1950,  Arizonans  died  from  tuberculosis  at 
the  rate  of  59.1  per  100,000.  Barely  more  than  15 
years  later,  the  tuberculosis  death  rate  had  taken 
a dramatic  drop  to  6.3  per  100,000  and  tubercu- 
losis had  been  reduced  from  5th  to  15th  among 
the  leading  causes  of  death. 

These  and  other  mortality  statistics  appear  in 
the  first  issue  of  a new  State  Health  Department 
publication,  Arizona  Health  Trends,  created  as 
an  aid  to  public  and  private  agencies  and  groups 
in  planning  health  programs. 

The  mortality  report  reveals  that  since  1949 
emphysema,  the  “modern"  disease,  has  climbed 
from  13th  to  6th  among  the  leading  killers  in 
Arizona.  Diabetes  had  gone  from  16th  to  9th. 

Heart  disease  and  cancer  have  remained  the 
two  leading  killers,  while  accidental  deaths  and 
death  from  stroke  have  seesawed  in  the  third  and 
fourth  positions. 

The  first  issue  of  Arizona  Health  Trends  pre 
sents  additional  evidence  that  despite  general 
progress  in  the  Arizona  health  picture,  there  are 
persistent  problem  pockets  in  various  areas  and 
among  certain  groups  in  our  population. 

For  example,  we  boast  of  having  reduced  mor- 
tality from  diseases  of  early  infancy  to  a rate  of 
28.4  per  100,000  population,  close  to  the  national 
average.  But  the  infant  mortality  rate  in  Navajo 
County  is  still  57.2;  it  is  44.3  in  Pinal  County;  and 
40.7  in  Yavapai  County.  Meanwhile,  Maricopa 
County  with  its  concentration  of  health  and 
medical  facilities  has  a 25.2  death  rate  from  dis- 
eases of  early  infancy.  This  is  actually  lower  than 
the  statewide  average  and  the  national  average 
as  well.  Obviously,  distance  and  isolation  from 
the  population  centers  continues  to  present  a for- 
midable obstacle  to  the  distribution  of  health 
services. 

Also,  while  we  have  reduced  the  statewide 
tuberculosis  mortality  rate  from  22,5  to  an  amaz- 
ing low  of  6.3  per  100,000,  various  county  statis- 
tics once  again  reveal  problem  pockets  among 
certain  social,  ethnic  and  economic  groups  in 
our  population.  The  tuberculosis  mortality  rate 
in  Navajo  County,  with  its  large  Indian  popula- 


tion, is  12.7,  or  more  than  double  the  statewide 
rate.  And  in  Yuma  County,  which  has  a high 
proportion  of  Mexican  Americans,  the  death  rate 
from  tuberculosis  is  even  higher  — 13.4  per 
100,000. 

Subsequent  issues  of  Arizona  Health  Trends 
will  present  profiles  on  city  dwellers,  on  infants, 
and  on  such  problems  as  homicides,  accidents, 
and  suicides. 

Copies  of  Arizona  Health  Trends  are  available 
upon  request  from  the  Arizona  State  Department 
of  Health,  Data  Analyses  Section,  1624  West 
Adams  Street,  Phoenix,  Arizona  85007.  Tele- 
phone: Area  code  (602)  271-5361. 

ANNOUNCEMENT 

The  Medical  Genetics  Section  of  the  Depart- 
ment of  Preventive  Medicine  and  Public  Health 
at  Creighton  University  School  of  Medicine, 
Omaha,  Nebraska,  is  interested  in  the  study  of 
patients  showing  an  increased  incidence  of  any 
histological  variety  of  cancer  in  their  families. 
Of  particular  interest  to  us  is  the  cancer  family 
syndrome,  characterized  by:  1)  increased  fre- 
quency of  adenocarcinoma  of  all  sites,  particu- 
larly of  the  colon  and  endometrium,  2 ) early  age 
at  onset  of  cancer,  3)  increased  occurrences  of 
multiple  primary  malignant  neoplasms,  and  4) 
autosomal  dominant  inheritance.  To  date,  we 
have  investigated  six  families  fulfilling  all  of  the 
above  criteria  (Lynch,  H.  T.,  and  Krush,  A.  J.: 
Heredity  and  Adenocarcinoma  of  the  Colon, 
Gastroenterology  53: 517-527,  1967),  and  have 
corresponded  with  physicians  in  Europe  who 
have  described  two  separate  and  non-related 
families  which  also  fulfill  the  above  criteria. 

Physicians  with  patients  known  to  have  a 
familial  cancer  background,  may  write  to  Henry 
T.  Lynch,  M.D.,  Associate  Professor  and  Chair- 
man, Department  of  Preventive  Medicine  and 
Public  Health,  Creighton  University  School  of 
Medicine,  657  North  27th  Street,  Omaha,  Ne- 
braska 68131. 

We  invite  your  cooperation  in  our  studies 
which  will  include  a genealogical  and  medical 
investigation  of  the  entire  kindred  in  each  case. 
All  information  obtained  will  be  shared  with 
family  physicians  in  order  to  facilitate  cancer 
control. 


MARCH,  1969 


© 


Letters  to  Editor 


January  7,  1969 


The  Arizona  Medical  Association,  Inc. 

Suite  201,  4601  N.  Scottsdale  Rd. 

Scottsdale,  Arizona 

Dear  Sir, 

The  purpose  of  this  letter  is  to  tell  you  how 
much  we  appreciate  receiving  the  “Monthly 
Health  Tips.”  They  are  so  useful  in  various  areas 
at  school  and  in  the  classroom.  Both  teachers  and 
children  read  these  “tips.”  They  are  a fine  teach- 
ing aid  and  cover  many  important  subjects  that 
are  of  major  interest  today. 

We  eagerly  await  your  packet  each  month. 
Thank  you  very  much  for  including  us  on  your 
mailing  list. 

Sincerely 

Mary  Schneider  R.N. 
Loma  Linda  School 
( Phoenix ) 

December  18,  1969 

Roland  F.  Schoen,  M.D.,  Editor 
ARIZONA  MEDICINE 
Suite  201 

4601  North  Scottsdale  Road 
Scottsdale,  Arizona  85251 

Dear  Mr.  Schoen: 

For  the  past  eight  years,  we  have  been  inves- 
tigating the  relationship  between  heredity  and 
cancer.  We  believe  that  the  incidence  of  heredi- 
tary cancer  in  the  general  population  may  be  far 
greater  than  we  physicians  currently  appreciate 
and  that  this  apparent  deficit  is  primarily  the 
result  of  insufficient  acquisition  of  family  history 
as  part  of  the  evaluation  of  the  cancer  patient. 
Our  particular  interest  in  cancer  genetics  has 


centered  around  the  “cancer  family  syndrome” 
which  is  characterized  by:  1)  increased  fre- 
quency of  adenocarcinoma  of  all  sites,  particular- 
ly of  the  colon  and  endometrium,  2 ) early  age  at 
onset  of  cancer,  3 ) increased  occurrences  of  mul- 
tiple primary  malignant  neoplasms,  and  4)  auto- 
somal dominant  inheritance  pattern.  To  date,  we 
have  found  only  six  families  fulfilling  all  of  the 
above  criteria  (Lynch,  H.  T.,  and  Krush,  A.  J. : 
Heredity  and  Adenocarcinoma  of  the  Colon, 
Gastroenterology  53: 517-527,  (October)  1967). 
We  ar  cooperating  in  studies  with  physicians  in 
Europe  who  have  described  two  separate  and 
non-related  families  which  also  fulfill  the  above 
criteria. 

We  feel  that  it  would  be  extremely  helpful  to 
learn  more  about  the  incidence  of  this  hereditary 
cancer  syndrome  in  the  general  population,  and 
that  this  important  information  might  be  ac- 
quired through  calling  this  syndrome  to  the  at- 
tention of  as  many  physicians  as  possible.  Hope- 
fully, through  correspondence  with  physicians 
who  have  families  with  the  above  characteristics 
in  their  practice,  we  could  learn  more  about  its 
incidence  in  the  population. 

Therefore,  we  are  writing  to  editors  of  select- 
ed medical  journals  requesting  that  they  publish 
the  enclosed  announcement. 

We  shall  appreciate  any  consideration  you 
might  extend  us  in  behalf  of  this  request. 

Sincerely, 

Henry  T.  Lynch,  M.D. 

Associate  Professor  & Chairman 

Department  of  Preventive 
Medicine  & Public  Health 

Creighton  University 


Don't  Miss  the  78th  Annual  Meeting 
April  22-26,  1969 
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She  does  the  best  with 
what  Nature  gave  her. 


Nature  didn’t  give  her 
beauty.  Or  grace.  Or  a bubbly 
personality.  Just  the  ability  to 
produce  milk.  Pure,  whole,  milk. 
And,  in  that  department,  she 
can’t  be  matched. 

Cows  milk  supplies  all  the 
vitamins  and  minerals  essential  to 
man.  Lik  e calcium,  phosphorus, 
vitamin  A value,  vitamin  D 
(when  fortified),. riboflavin 
and  niacin  equivalents.  And, 
too,  real  milk  contain?  other 
essential  nutrients  — magnesium, 
zinc,  copper,  manganese, 
molybdenum,  choline, 
pantothenic  acid,  vitamin  B6 
and  biotin. 

The  nutrients  in  milk  are 
important  alone.  And,  as  they 
interrelate  with  one  another. 
That’s  why  real  milk  is  proba  bly 
the  most  healthful  food  in 
the  world. 

But,  who  should  drink  mi  ik? 


And  why?  Though  milk  is  got 
for  everyone,  everyone  doesn 
know  just  how  good  it  can  b 
And  that’s  the  problem. 

As  a professional  you  can 
help.  Inform  and  explain.  Tell 
people  about  milk’s  vital  role 
in  a balanced  diet. 

If  you  need  more  informatic 
we  can  help.  We  have 
complete  materials  for  you  to 
?ad  or  let  others  rea  d.  All  th 
ewest  knowledge  of  milk.  It 
free.  Just  send 


^e  Real  Milk  Story 

DAIRY  COUNCIL  OF  ARIZONA 
1016  North  32nd  Street 
Phoenix,  Arizona  85008 


Position  _ 
Address 

City 

State  


The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
1 5%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  VA  teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — 34  to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 


284 


ARIZONA  MEDICINE 


ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON  Inlay-tabs®/ Elixir 

(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 

Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 

285 


MARCH,  1969 


For  the 

''Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  IV2  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


Dexamyl" 

brand  of  dextroamphetamine  sulfate  and  amobarbital 

Spansule 

brand  of  sustained  release  capsules 


curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 


SK 

&F 

Smith  Kline  & 


French  Laboratories 


ARIZONA  MEDICINE 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usuaiiy  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 
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Picture  of 

traumatic  muscle  injury 


treated  with 
Parafon  Forte  tablets 

Paraflex®  (chlorzoxazone)*  250  mg. 

Tylenol®  (acetaminophen)  300  mg. 


Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain-spasm  feedback 

Here  is  why.  Parafon  Forte  provides: 

2 nonsalkylate  analgesic  equal  to  aspirin  for  the  relief 
if  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
jastric  mucosa  so  often  associated  with  salicylate 
;herapy3 

znd  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
3-hour  span  of  action4... to  retain  effectiveness  even 
m continued  administration4. . .but  not  likely  to  have 
:he  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
md  analgesia  in  sprains,  strains,  myalgias,  low  back 
lain,  bursitis  and  other  musculoskeletal  disorders, 
four  patients  will  appreciate  the  restored  comfort 
md  freedom  of  movement  it  usually  provides. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”- bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc. 

1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al Gastroenterology  4-4:146, 
1963.  4.  Berman,  H.  H.,  et  a L:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 
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( McNEIL ) 

McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON, 


PHOENIX,  ARIZOr 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIAT 

A Non-Profit  Corporat 


full  complement  of 

highly  trained  registered  nurses 
sips  make  the  patient’s  stay  at  Camelback  Hospital 
an  infinitely  more  pleasant  one. 

A normal  ratio  of  more  than 
tie  registered  staff  nurse  for  every  two  patients 
assures  maximum  attention  and  consideration 
at  all  times.  Constant  care  and  supervision 
of  patients  is  provided  around  the  clock 

by  the  entire  hospital  staff. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


^PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  I'SYCl  I1ATRK  ASSOC1  YD 

* 


So  he’ll  breathe  easier: 

relieve  anxiety 
while  you  relieve  pain. 

Relief  of  pain  is  usually  a major  goal  in  traumatic  conditions. 

But  often  of  importance,  too,  is  alleviation  of  anxiety  and 
tension  that  may  heighten  patient  discomfort. 

Single-prescription,  non-narcotic  Equagesic  may  effectively 
relieve  pain.  And  ease  anxiety  and  tension. 

j TABLETS 

Equagesic 

| (meprobamate  and  ethoheptazine 
citrate  with  aspirin) 

® 

IN  BRIEF. 

Contraindications:  History  of  sensitivity  or  severe  intolerance  to  aspirin,  meprobamate  or  ethoheptazine  citrate. 

Warnings:  use  in  pregnancy  : Safety  for  use  during  pregnancy  or  lactation  has  not  been  established;  therefore, 
it  should  be  used  in  pregnant  patients  or  women  of  child-bearing  age  only  when  the  physician  judges  its  use 
essential  to  the  patient's  welfare. 

' Precautions:  Keep  out  of  reach  of  children.  Not  recommended  for  patients  12  years  old  or  less.  Carefully  supervise 
j dose  and  amounts  prescribed,  especially  for  patients  prone  to  overdose  themselves.  Excessive  prolonged  use  of 
meprobamate  in  susceptible  persons— as  alcoholics,  ex-addicts,  severe  psychoneurotics— has  resulted  in  depen- 
dence or  habituation.  Withdraw  gradually  after  prolonged  excessive  dosage  to  avoid  possibly  severe  withdrawal 
reactions  including  epileptiform  seizures.  Warn  patients  of  possible  reduced  alcohol  tolerance,  with  resultant 
slowed  reactions  and  impaired  judgment  and  coordination.  If  drowsiness,  ataxia  or  visual  disturbances  (impair- 
ment of  accommodation  and  visual  acuity)  occur,  reduce  dose.  If  symptoms  persist,  patients  should  not  operate 
. machinery  or  drive.  After  meprobamate  overdose,  prompt  sleep,  reduction  of  blood  pressure,  pulse  and  respiratory 
rates  to  basal  levels,  and  hyperventilation  are  reported.  Give  cautiously  and  in  small  amounts  to  patients  with 
suicidal  tendencies.  Treat  attempted  suicide  (has  resulted  in  coma,  shock,  vasomotor  and  respiratory  collapse 
and  anuria)  with  gastric  lavage  and  appropriate  symptomatic  therapy  (CNS  stimulants  and  pressor  amines  as 
indicated).  Two  instances  of  accidental  or  intentional  significant  overdosage  with  ethoheptazine  and  aspirin  have 
been  reported.  These  were  accompanied  by  CNS  depression  (drowsiness  and  lightheadedness)  but  resulted  in 
. uneventful  recovery.  On  basis  of  pharmacologic  data,  CNS  stimulation  could  be  anticipated,  with  nausea,  vomiting 
. and  salicylate  intoxication  (requires  induced  vomiting  or  gastric  lavage,  specific  parenteral  electrolyte  therapy 
, for  ketoacidosis  and  dehydration,  and  observation  for  hypoprothrombinemic  hemorrhage  [usually  requires  whole 
J blood  transfusions]). 

] Adverse  Reactions:  Ethoheptazine  and  aspirin  may  cause  nausea  with  or  without  vomiting  and  epigastric 
distress,  in  a small  percentage  of  patients.  Dizziness  is  rare  at  recommended  dosage.  Meprobamate  may  cause 
, drowsiness,  ataxia  and  rarely  allergic  or  idiosyncratic  reactions.  These  reactions,  sometimes  severe,  can  develop 
' in  patients  receiving  only  1 to  4 doses.  Such  patients  may  have  had  no  previous  contact  with  meprobamate  and 
: may  or  may  not  have  an  allergic  history.  Mild  reactions  are  characterized  by  urticarial  or  erythematous  maculo- 
papular  rash.  Acute  nonthrombocytopenic  purpura  with  cutaneous  petechiae,  ecchymoses,  peripheral  edema 
;and  fever  have  been  reported.  If  allergic  reaction  occurs,  discontinue  meprobamate;  do  not  reinstitute.  Severe 
; reactions,  observed  very  rarely,  include  fever,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal  case),  anaphylaxis,  stomatitis  and  proctitis  (1  case)  and  hyperthermia.  These  cases  should 
: be  treated  symptomatically  including,  when  indicated,  such  medication  as  epinephrine,  antihistamine  and  possibly 
: hydrocortisone.  A few  cases  of  leukopenia,  usually  transient,  have  been  reported  on  continuous  use.  Rarely, 
•aplastic  anemia  (1  fatal  case),  thrombocytopenic  purpura,  agranulocytosis,  and  hemolytic  anemia  have  been 
; reported,  almost  always  in  presence  of  known  toxic  agents. 

■ Overdosage:  See  precautions  section  for  management  of  overdosage. 

I Composition:  150  mg.  meprobamate,  75  mg.  ethoheptazine  citrate  and  250  mg.  aspirin  per  tablet. 

:Wyeth  Laboratories  Philadelphia,  Pa. 


Photo  professionally  posed. 


aim  the  rewards  of  sparing  your  patients  the  tubes 
id  tribulations  of  unpleasant  enemas. 

)mpared  to  enemas,  Dulcolax  suppositories  are  a 
mtler  and  simpler  way  to  empty  the  bowel.  Gone 
e the  tubing,  the  “accidents”,  and  the  bruised  egos, 
st  one  suppository,  inserted  against  the  bowel  wall, 
ually  brings  about  an  evacuation  within  15  minutes 
an  hour. 


the  hospital,  order  Dulcolax  for  constipation  or 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 


Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Public  Enema  Nod 


' ler  license  from  Boehringer  Ingelheim  G.m.b  H 


Geigy  Pharmaceuticals . Division  of  Geigy  Chemical  Corporation,  Ardsley.  New  York  10502 


DU-611 


Medical  Center  OC-Matf  and  Clinical  Aahwaterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


PR0F&  sl0liAL 


AUTOMATED 


M ED  AC 


IVIED  AC  — Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MED  AC  MEANS  PROFIT! 


MED  AC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 

MED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

MED  AC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

MED  AC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 

COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION J 


Phoenix:  261-2718 
Tucson:  624-7361 
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ANTISECRETORY 

SEDATIVE 
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Antrocol  provides  the  prompt,  predictable  antisecre- 
tory  action  of  the  belladonna  alkaloid,  atropine,  forti- 
fied with  sedation  and  blended  with  Bensulfoid,  con- 
tributing to  slow,  even  absorption. 

Each  Antrocol  tablet  or  capsule  contains  0.324  mg.  of 
atropine  sulfate,  which  is  twenty-four  thousandths  of 
a milligram  more  than  the  smallest  effective  dose 
specified  in  U.S.P.,  Vol.  17.  This  slight  increase  in  the 
smallest  effective  dose  of  the  antisecretory  factor 
(atropine)  is  all  the  average  patient  can  tolerate 
without  discomfort. 

One  Antrocol  tablet  or  capsule  taken  three  times 
daily  lessens  emotional  stress  and  maintains  a gastric 
function  that  is  not  conducive  to  the  development  of 
peptic  ulcer. 

Antrocol  is  also  useful  in  the  treatment  of  peptic 
ulcer.  Dosage  up  to  8 tablets  or  capsules  per  day  to 
obtain  the  desired  antisecretory  titer.  When  ulcer  has 
healed,  one  Antrocol  tablet  or  capsule  morning  and 
evening  gives  protection  against  recurrence. 

Each  tablet  or  capsule  contains: 


Atropine  Sulfate  0.324  mg. 

Phenobarbital  (may  be  habit  forming]  ..  16  mg. 

Bensulfoid,  sec  while  section  P.D.R.  ...  65  mg. 


Side-effects:  Toxic  levels  of  atropine  may  produce  flush- 
ing, dry  mouth,  blurred  vision,  tachycardia,  or  urinary 
retention.  Precautions:  Do  not  use  in  glaucoma.  Use 
cautiously  in  prostatic  hypertrophy. 

Federal  law  prohibits  dispensing  without  prescription. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


Antrocol 


® 


ACHROMYCIN  V 

TETRACYCLINE  HCl 

481  D-9 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 


Directors:  Blanche  C.  Lightowler,  B.A. 
Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


■ 
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thanks  to 


Butisol , 


the  "daytime  sedative"  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  [}/2  gr.)  t.i.d.  or  q.i.d; 
Available  for  daytime  sedation:  Tablets,  15  mg.  (lA  gr.), 

30  mg.  ( 'A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (A  gr.),  30  mg.  {y2  gr.). 

( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


SEMI-ANNUAL 
jjd*  PREMIUM  RATES 


MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

Serviced  By  . . • 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


iatry  and  neuro ! 


c h ild^psyc  hi  atry 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


psycho  an 
clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 
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/IH'I^OBINS 


This  cough's 
really  got  me. 
And  taking  a 
cough  syrup 
out  here  is  one 
stunt  even  I 
can' 


Here,  catch 
these  Cough 
Calmers.  You  can 
stay  out  there 
for  6 to  8 hours 
without 
coughing. 


Each  Cough  Calmer™  contains  the  same  active  ingredients 
as  a half-teaspoonful  of  Robitussin-DM®:  Glyceryl  guaiaco- 
late,  50  mg.;  Dextromethorphan  hydrobromide,  7.5  mg. 
A H.  Robins  Company,  Richmond,  Virginia  23220 


;.V. 


K-  ' ■:/  - . 


777 7'.'  k 


around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


|)  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


472-9 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 


Scottsdale,  Arizona 

NOW  LEASING  ....  CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smilh,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 
PSYCHIATRY 

Murray  Urie,  M.D. 


INTERNAL  MEDICINE  & CARDIOLOGY  PLASTIC  & RECONSTRUCTIVE  SURGERY  GENERAL  SURGERY 

John  F.  Currin,  M.D.,  F.A.C.P.  Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with; 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 
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lygroton  can  work  a long  day  too 

llorthalidone  in  edema  and  hypertension 


Just  one  tablet  in  the  morning  can  often  help  control 
edema  and  hypertension  in  the  evening. 

A smooth  way  to  move  out  excess  sodium  and  water. 

It  can  cause  side  effects. 

And  it's  contraindicated  in  cases  of  hypersensitivity 
to  the  drug  and  severe  renal  or  hepatic  diseases. 


eigy 


Before  writing  it  for  your  patients,  please  review 
the  prescribing  information. 

It's  summarized  on  the  next  page. 


HY-6424 


in  edema  and  hypertension 

A little  Hygrotorr  can  work  a long  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention 
of  salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supple- 
ments, which  should  be  used  only 
when  adequate  dietary  supplementa- 
tion is  not  practical,  the  possibility 
of  small- bowel  lesions  (obstruction, 
hemorrhage,  and  perforation)  should 
be  kept  in  mind.  Surgery  for  these 
lesions  has  been  required  frequently 
and  deaths  have  occurred.  Discontinue 
enteric-coated  potassium  supplements 
immediately  if  abdominal  pain,  dis- 
tension, nausea,  vomiting,  or  gastro- 
intestinal bleeding  occur.  Use  with 
caution  in  pregnant  women  and  nurs- 
ing mothers  since  the  drug  may  cross 
the  placental  barrier  and  appear  in 
cord  blood  and  since  thiazides  may 
appear  in  breast  milk. The  drug  may 
result  in  fetal  or  neonatal  |aundice, 
thrombocytopenia,  and  possibly  other 
adverse  reactions  which  have  occurred 
in  the  adult. When  used  in  women  of 
childbearing  age,  balance  benefits  of 
drug  against  possible  hazards  to  fetus. 


Precautions:  Antihypertensive  ther- 
apy with  this  drug  should  always  be 
initiated  cautiously  in  postsympathec- 
tomy patients  and  in  patients  receiv- 
ing ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
antihypertensive  agents  by  at  least 
one- half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not  recom- 
mended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  con- 
stipation and  cramping,  dizziness, 
weakness,  restlessness,  hypergly- 
cemia, glycosuria,  hyperuricemia, 


headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  poten- 
tiated when  chlorthalidone  is  com- 
bined with  barbiturates,  narcotics 
oralcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis, 
impotence,  dysuria,  transient  myopia, 
skin  rashes,  urticaria,  purpura,  necro- 
tizing angiitis,  acute  gout,  and  pan- 
creatitis when  epigastric  pain  or  unex- 
plained G.l.  symptoms  develop  after 
prolonged  administration.  Other  reac- 
tions reported  with  this  class  of  com- 
pounds include:  jaundice,  xanthopsia, 
paresthesia,  and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored 
tablets  of  100  mg.  and  aqua  tablets 
of  50  mg.,  in  bottles  of  100  and  1000. 
(B)  46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


HY-6424 


Pharmacy  Directory 


FAIRMONT  PHARMACY 


INVITES 

INDUSTRIAL  PRESCRIPTIONS 

your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Sn  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


Classified 

DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 

Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


24  HOUR  AIR  AMBULANCE  SERVICE 


a.  l mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


TUCSON  - INTERNAL  MEDICINE  RESIDENCY: 
Newly  approved  3-year  program;  360  bed 
GM&S  hospital  of  which  241  are  assigned  to 
Medical  Service;  affiliation  for  pediatric  and 
female  medicine  at  Davis  Monthan  AFB  Hos- 
pital, Tucson;  affiliation  with  the  new  Uni- 
versity of  Arizona  College  of  Medicine  whose 
faculty  is  responsible  for  supervision  of  the 
program  and  consultation  in  the  subspecialties; 
active  research  service,  full-time  staff  of  1 1 
board  certified  internists;  ECFMG  certificate 
required  for  foreign  graduates  not  engaged  in 
Exchange  Visitors  Program.  Salaries:  first  year 
$6300;  second  year  $6500;  third  year  $7100. 
Contact  Chief  Medical  Service,  VA  Hospital, 
Tucson,  Arizona  85713.  Equal  Opportunity 
Employer. 
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WANTED  - OPHTHALMOLOGIST  - Sedona, 
Oak  Creek  Canyon  area.  Practice  established 
ten  years.  Ideal  location  for  first  stage  retire- 
ment. Wish  to  sell  equipment  and  completely 
retire  in  1969.  Well  designed  office  for  lease. 
Moderate  year-round  climate;  scenic.  Call  or 
write:  Kenneth  H.  Benson,  M.D.,  P.  O.  Box 
219,  Sedona,  Arizona  86336.  Telephone  (602) 
282-3661. 


36-year-old  Board  Certified  General  Surgeon 
F.A.C.S.,  military  obligation  completed,  Ari- 
zona licensed,  U.  S.  citizen,  American  medical 
school  graduate,  at  present  on  faculty  of 
Midwest  medical  school  part-time,  seeks  pri- 
vate practice  association  with  M.D.  or  group 
in  Arizona  leading  to  partnership.  Contact 
James  L.  Bransfield,  M.D.,  6969  North  Lincoln 
Avenue,  Lincolnwood,  Illinois  60645. 


Cardiologist  trained  in  right  and  left  heart 
catheterization,  coronary  arteriography,  and 
clinical  cardiology  seeks  position  in  cardiac 
catheterization  laboratory  in  Arizona,  Colorado 
or  New  Mexico.  Reply  Box  69-1,  Arizona  Med- 
icine, 4601  N.  Scottsdale  Rd.,  Scottsdale,  Ari- 
zona 85251. 


GP,  doing  some  general  surgery,  desires  relo- 
cation in  a town  between  or  near  Phoenix 
or  Tucson.  Climate  only  motivation.  Age  56  — 
have  Arizona  license.  Prefer  small  town  with  a 
hospital.  Reply  Box  69-2,  Arizona  Medicine, 
4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251. 


Two  suites  are  available  at 

1313  North  2nd  Street 
Phoenix 

THE 

MEDICAL  CENTER 

Will  Remodel  to  Suit 

Contact  — Bruce  Thoeny  — 264-5553 
4025  North  6th  Street,  Phoenix  85012 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 


ALLERGIST 

Davis  I.  Arnow,  M.D. 

Thomas  F.  Hartley,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

EAR,  NOSE  and  THROAT 
Richard  Zonis,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

James  T.  Chesnut,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 
ORTHODONTIST 

James  C.  Toye,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

RADIOLOGY 

D.  J.  Murry,  M.D. 

M.  Herbert  Nathan,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 
Wilfred  M.  Potter,  M.D. 

DENTISTRY 

Lumone  E.  Millmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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Future 

Medical  Meetings 


1969  ARIZONA  CHEST  DISEASE 
SYMPOSIUM 

PIONEER  INTERNATIONAL  HOTEL 
Tucson,  Arizona 
March  28,  29,  30,  1969 

SYMPOSIUM  PARTICIPANTS: 

Professor  J.  G.  Scadding 
Institute  of  Diseases  of  the  Chest 
Brompton,  London,  England 


Oscar  J.  Balchum,  M.D.,  Ph.D. 
Hastings  Professor  of  Medicine 
University  of  Southern  Calif. 
School  of  Medicine 
Los  Angeles,  California 


John  S.  Chapman,  M.D. 

Asst.  Dean  & Professor  of  Medicine 
University  of  Texas 
Southwestern  Medical  School 
Dallas,  Texas 


Osier  A.  Abbott,  M.D. 
Professor  of  Thoracic  Surgery 
Emory  University 
Atlanta,  Georgia 


John  Rankin,  M.D. 
Rennebohm  Professor  of  Medicine 
University  of  Wisconsin 
Medical  Center 
Madison,  Wisconsin 


DRUG  ABUSE  SYMPOSIUM 

Saturday,  April  12,  1969 
St.  Joseph's  Hospital 
Phoenix,  Arizona 

(to  be  held  in  the  Auditorium,  School  of  Nursing) 


9:30  — Coffee  Hour 


10:00  — Welcome  — Mr.  Stanley  Pariso,  Associate 
Administrator 


10:05  — Introduction  of  Speaker  — Raymond  A.  Huger,  M.D. 
"Narcotics  and  Dangerous  Drugs" 

Dominic  Lacovaro,  M.D. 

Chief,  Narcotic  Addict  Service 
Clinical  Research  Center 
Fort  Worth,  Texas 


11:00  — Reaction  and  Resource  Panel 

Moderator  — William  J.  Dunn,  M.D. 
Eugene  R.  Aimer,  M.D. 

Psychiatrist 
Eugene  J.  Ryan,  M.D. 

Occupational  Medicine 
W.  Joseph  Collier 

Criminologist,  Phoenix  Police  Department 
Patrick  Lanahan 

Counselor,  State  Vocational  Rehabilitation 
Steve  Vukcivich 
Superintendent,  Fort  Grant 
"Pusher"  — Boy  from  Fort  Grant 
Discussion 


12:10—  Luncheon  (Buffet  luncheon  will  be  included  in 
registration  fee.) 


1:20—  Introduction  of  Speaker  — Raymond  A.  Huger,  M.D. 
"LSD  and  Other  Hallucinogens" 

J.  Thomas  Ungerleider,  M.D. 

Assistant  Professor  of  Psychiatry 

University  of  California  Medical  Center,  Los  Angeles 

2:20  — Reaction  and  Resource  Panel 

Moderator  — Melvin  L.  Cohen,  M.D. 

Kent  E.  Durfee,  M.D. 

Psychiatrist 

James  W.  Anderson,  M.D. 

General  Practitioner 
Charles  Combs,  Ph.D. 

Clinical  Psychologist 

Robert  Douglas,  ACSW 

Director,  Tucson  Child  Guidance  Center 

Father  Sierra 

Chaplain,  ort  Grant 

Mark  Davis  — previous  "user" 

Discussion 


3:30  — Adjournment 
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NOW,  AVAILABLE  FROM  ArMA 
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ATTENDING  PHYSICIAN  S STATEMENT  - HEALTH  INSURANCE  CLAIM  - GROUP  OR  INDIVIDUAL 


ORDER  YOURS  TODAY  AND  STOP  THE  CONFUSION 
OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


COST:  $1.50  per  hundred 


j To:  Arizona  Medical  Association 
j 4601  N.  Scottsdale  Rd.,  Scottsdale,  Arizona  85251 

1 Please  send  me hundred  approved  insurance 

| forms  costing  $1.50  per  hundred. 

| Name  

j Address 

1 Bill  Me:  □ Payment  Enclosed:  □ 


MARCH,  1969 


SUNDAY 


TUESDAY 


WEDNESDAY 


FRIDAY 


SATURDAY 


THURSDAY 


MONDAY 


PRESIDENT 


One  result  is  the  attainment  of  high  standards  in  re 
producible  accuracy.  Another  is  the  efficiency  in  per 
formance  of  clinically  meaningful  group  tests  whicl 
help  make  the  private  practice  of  preventive  medicim 
more  practical. 

Ready  to  serve  you  and  your  patients 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  thewestern 
states. 


No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


Laboratory  Procedures  offers  you  a functional,  easy-to 
use  system  for  collecting  samples,  ordering  tests,  anc; 
submitting  specimens  by  mail  for  a wide  line  of  pro 
cedures.  And  billing  is  specific  by  test  and  patient- 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientatior 
of  Upjohn  to  work  on  your  laboratory  needs  now 
Write  for  more  information:  Department  A, 


LABORATORY  PROCEDURES 


Division  of  The  Upjohn  Company 

P.O.  Bok  6000,  Inglewood,  California  90301 


LP68-781 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 


BSP®  DISPOSABLE  UNIT 

JW&D  BRAND  OF  SODIUM  SULFOBROMOPHTHALEIN  INJECTION,  USP 

(50  mg.  per  ml.) 


DMSULPHALEIN® 
N A COMPLETE, 
STERILE, 
)ISPOSABLE, 

It  ECONOMICAL 
’ATIENT-UNIT. 


BSP,  one  of  the  more  valuable  single 
laboratory  procedures  for  determining 
hepatic  function,  is  now  packaged  in  a 
complete  individual  patient-unit. 

The  BSP  Disposable  Unit  contains  a 
sterile  syringe  with  the  dosage  schedule 
imprinted  on  the  barrel,  a sterile  needle, 
alcohol  swab  and  a 7.5  ml.  or  10  ml.  size 
ampule  of  terminally  sterilized  BSP 
solution.  Each  unit  contains  complete 
directions  for  use,  precautions  and 
contraindications. 

This  all-inclusive  disposable  put-up 
lessens  the  chance  of  cross-infection  and 
saves  time  and  labor  — the  most 
costly  commodities. 


IYNSON,  WESTCOTT  & DUNNING,  INC. 


ISSP03) 


BALTIMORE,  MARYLAND  21201 


the  "daytime  sedative"  for 
everyday  situational  stress 


Sill® 

I 


/ ' 1 i 
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When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  gr.)  to  30  mg.  i}A  gr-)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (14  gr.), 

30  mg.  (A  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUT1CAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (%  gr.),  30  mg.  (y2  gr.). 

( McNEIL ) 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 
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Priscoline 


His  moment  has  arrived,  but 
there’s  one  false  note -peripheral 
vascular  disease.  Mittens  may 
warm  his  hands,  but  that’s  cold  com 
fort.  It’s  not  surprising  he  finds  it 
hard  to  keep  his  chin  up. 


Priscoline  can  give  patients 
the  hand  they  need.  It  dilates  periph- 
eral blood  vessels,  increases 
blood  flow  to  hands  and  feet.  Fre- 
quently relieves  numbness  and  chill 
that  often  affect  the  extremities.  And 
Priscoline  helps  patients  get  around 
-makes  walking  less  painful. 

Priscoline  may  give  this  musi- 
cian just  the  right  measure  of  relief. 


Priscoline®  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  Vasodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 


ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 


DOSAGE 

Careful  individualization  * 
dosage  is  required. 

T ablets:  Usually  25  mg  4 t ) 
times  daily  is  sufficient.  If  necessT 
dosage  may  be  increased  gradual 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Loiit 
every  12  hours  will  achieve  the  S£;e 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Th  , 
continuous  action  throughout  the 
night  is  achieved  without  the  nee*  o* 
arising  to  take  additional  medical  n. 


PLIED 

Tablets,  25  mg  (white,  scored) ; 
es  of  100  and  1000. 

Lontabs,  80 mg  (bright  yellow; ; 
es  of  100. 

TABS®  (long-acting  tablets  ciba) 

suit  complete  literature  before 
bribing. 


I B A 

I A.  Pharmaceutical  Company 
i mit,  N.J. 


Inner  Sites... 


In  Cystitis.  ..Azo  Gantanol® 
focuses  analgesic-antibacterial 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 

Azo  (phenazopyridine  HCI)  ef- 
fects specific  mucosal  analgesia, 
relieving  the  dysuria,  discomfort 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
spectrum  of  Gantanol  includes 
E.  coli  and  a variety  of  other 
susceptible  gram-negative  and 
gram-positive  pathogens  in  uri- 
nary tract  infections. 


Interstitial  fluids: 
ready  diffusion  of 
antibacterial 

Gantanol  (sulfamethoxazole)  is 
readily  diffused  into  interstitial 
fluids  to  provide  efficient  anti- 
bacterial activity  at  foci  of  infec- 
tion. This  distribution,  plus  con- 
tinuous antibacterial  levels  in 
blood  and  urine,  has  afforded 
effectiveness  in  the  majority  of 
infections  in  which  it  has  been 
used. 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Urinary  tract  infections  with 
associated  pain  or  discomfort  when  due 
to  susceptible  organisms;  prophylacti- 
cally  in  urologic  surgery,  catheterization 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


nephritis,  severe  hepatitis,  uremia  and 
pyelonephritis  of  pregnancy  with  gastro- 
intestinal disturbances. 

Warnings:  Use  only  after  critical  appraisal 
in  patients  with  liver  damage,  renal  dam- 
age, urinary  obstruction  or  blood  dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


may  cause  excessive  drug  accumulation. 
Occasional  failures  may  occur  due  to 
resistant  microorganisms.  Not  effective 
in  virus  and  rickettsial  infections. 
Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrhea,  hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  Stevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  Gantanol* 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 
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EXTENDED  CARE  FACILITIES 

“Everyone’s  building  one!  All  the  old  folks 
need  one!  We  can  get  funds  to  build  one!  If  we 
don’t  have  one,  Medicare  won’t  pay  for  our  long- 
stay  hospital  patients!  Let’s  build  one  too!”  And 
so  on  until  it  begins  to  sound  like  a sorority 
meeting  before  the  call-to-order! 

Certainly  we  need  extended  care  facilities. 
Let  this  be  admitted  at  once  so  there  can  be  no 
mistake  in  our  stand  on  the  subject.  But  — How? 
When?  Where?  and  What?  Should  these  facilities 
be  built  by  private  enterprise  and  operated  for 
whatever  profit  can  be  realized?  Should  they  be 
built  by  physicians  or  groups  of  physicians  for 
use  by  their  own  patients?  Should  they  be  an 
associated  and  extended  facility  of  an  already 
established  hospital  and  operated  in  conjunction 
with  a hospital  or  clinic?  Or  should  they  be 
Federal  buildings  erected  with  Federal  funds 
and  operated  by  Federal  employees  for  Federal 
charges?  All  are  valid  concepts.  All  have  favor- 
able and  unfavorable  aspects. 

Now  we  have  an  extended  care  facility.  Where 
do  we  obtain  the  personnel  to  staff  it  when 
hospitals  already  have  gravely  depleted  lists  of 
available  personnel?  Does  the  facility  contain 
a laboratory?  An  X-ray?  A pharmacy?  A place 
for  minor  emergency  procedures?  What  will  it 
include? 

Arizona  has  a population  of  less  than  2,000,000 
people  and  a physician  population  of  1,899,  a 
majority  of  both  above  being  concentrated  in  two 
large  urban  areas.  It  has  a paucity  of  private 
lands  and  funds  and  a plethora  of  Federal,  State 
and  various  Agency  resources.  Already  smaller 
communities  are  feeling  the  pressure  of  a very 
sophisticated  national  and  local  approach  to 
aging. 

ARIZONA  MEDICINE  would  ask  not  only 
direction  but  guidance  in  this  instance,  and  calls 
for  an  active,  current  study  program  of  the 
problem  — a problem  whose  earliest  impact  is 
probably  less  than  18  months  distant! 

Roland  F.  Schoen,  M.D. 
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Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


'NEOSPORIN’ 


brand 


OINTMENT 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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vacation  in 
a vial: 

the  spasm 
reactors 
in  your  practice 
deserve 


“the  cDonnat 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (%  gr.)  16.2  mg. 
(Warning  : may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(%  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


/M^QBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


JJJmrm 

290  tangerines 
or  30  Mbee*  with  6. 

Your  patient  would  have  to  peel  and  eat  290  tangerines  a month, 
almost  10  every  day,  to  get  as  much  Vitamin  C as  is  contained  in  just 
one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily) . 

In  addition,  each  capsule  provides  full  therapeutic  amounts  of  the 
B-complex  vitamins.  For  example,  as  much  niacin  as  2 pounds  of  sirloin 
steak.  This  handy  bottle  of  30  Allbee  with  C capsules  gives  your  patient 
a month’s  supply  at  a very  reasonable  cost.  Also  the  economy  size  of 
100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 


30  Capsules 


AllbeewithC 


15  mg 
10  mg 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,) 

Riboflavin  (Vit.  B2) 

Pyridoxine  hydro- 
chloride (Vit.  B6) 
Niacinamide 
Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


5 mg 
50  mg 


AM ROBINS  IS 
ahr  1 


A.H.  Robins  Company,  Richmond, Va.  23220 


Derived  from  seaweed,  and  long  used  to  impart 
velvety  consistency  to  foods,  alginates  - a Warner- 
Chilcott  contribution  to  antacid  palatability— help 
1)  erase  the  chalkiness  and  grittiness  found  with  spm« 
other  antacids;  2)  dispel  unpleasant  aftertaste.  Lik# 
ice  cream,  Gelusil-M  is  smooth  and  creamy;  and  it  has 
a cool  mint  flavor.  Thus,  for  your  patients  Gelusil-M 
may  be  better  to  start  on  and  easier  to  stay  on. 

introducing  new 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner-Chilcott) 

200  mg.  magnesium  hydroxide 

*U.S.  Patent  No.  3,324,755 

a consistent  buffering  anticostive1  antacid 

tAvoids  constipation. 

See  next  page  for  pi 


GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusil9  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more— between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


■°co  cci 


^NPENlC^LSNASE- 


fUnduuforM's 


BACTERO’ 


With  the 
broad  Polyciilin 

(ampicillin  tri  hydrate) 

spectrum.. 


LYTlc  strEPt 


J^isSTAPHVLOCOCC. 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  £.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polyciilin* 

(ampicillin  trihydrate) 


and  offending  organisms).  Bacterial  meningitis 
—150-200  mg./ Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ ml.  in  20  ml.  bottles. 
n-i/2/63  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


Should  we  put 
Novahistine 
Expectorant 
in  funny-looking 

bottles? 


We  were  kids  ourselves  once.  That's  why 
we're  always  thinking  of  ways  to  make 
Novahistine®  Expectorant  more  appealing  to 
your  young  patients. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 
You'll  find  that  Novahistine  Expectorant 
doesn't  have  to  come  in  funny-looking  bottles 
to  get  where  it  needs  to  go.  And  you'll  find 
that  it  is  particularly  well-tolerated  and  effec- 
tive in  liquefying  tenacious  exudates  and 
encouraging  expectoration  in  the  young  patient 
suffering  bronchitis.  In  addition,  it  provides 
decongestant  action  and  controls  the  cough. 
Each  5-ml.  teaspoonful  of  Novahistine  Expec- 
torant decongestant-antitussive  contains 


codeine  phosphate,  10  mg.  (warning:  may  be 
habit-forming);  phenylephrine  hydrochloride, 
10  mg.;  chlorpheniramine  maleate,  2 mg.; 
glyceryl  guaiacolate.  100  mg.;  chloroform, 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambula- 
tory patients  that  drowsiness  may  result. 
Continuous  dosage  over  an  extended  period 
is  contraindicated,  since  codeine  phosphate 
may  cause  addiction. 


PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 


APRIL,  1969 


when 


■0mm 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

■MttMMpdkMM0g|pSgMiiMWBtf)ETROIT,  MICHIGAN  48232 


PARKE-DAVIS 


6 3 R G 8 


The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  1 ]4  teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — % to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 
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ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON 


Inlay-tabs®/ Elixir 
(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 


APRIL,  1969 


DOCTORS’ 

AID 

SOCIETY... 

Our  Physician  Relations  Representatives  are  just  that.  Four 
full-time  experts  in  Blue  Shield  and  CHAMPUS  matters  visit 
over  1500  physicians’  offices  in  the  entire  state  at  least  3 
times  a year.  Your  office  staff  should  know  them  well  by  now. 
Another  unique  service  of  your  Blue  Shield  Plan 
. . . It’s  our  pleasure. 


BLUE  CROSS' 
BLUE  SHIELD* 


^Registered  service  marks  of  the  American  Hospital  Association 
®'Registered  service  marks  of  the  National  Association  of 
Blue  Shield  Plans 
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“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


anorectal 

disorder” 


includes  a range  of  problems 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL* 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC* 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC* 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


no  u 


purpose 


it  works 

(usually 
for  10  to  12 
hours*) 


*?»*■■* 


both  as  cation 


Class  B narcotic  — oral  Rx  where  state  laws  permit 

■ : ■ l ■ . < 


bronchiectasis. 


* dosage:  Adults : 1 teaspoonful  (5  cc.)  or  tablet  every  8-12  hours 
Children:  Under  1 year : 1 /4  teaspoonful  every  1 2 hours. 

From  1-5  years : 1 /2  teaspoonful  every  1 2 hours.  Over  5 years : 

1 teaspoonful  every  12  hours. 

side  effects:  May  include  mild  constipation,  nausea,  facial 

For  complete  detailed  information,  refer  to  package  insert  or 
1 ! Jfl^aibroeliurd. , * i • , • *| 


lories  Division 

Rochester,  N.Y.  14623 


cougmng 
is  not  a harmless 


Current  Therapy, 1967,  ed.  by  Conn,  H.  F.,'  P.  88- 
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ArMA  Reports 

J 

PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  The  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  Febru- 
ary 15,  1969,  in  the  French  Quarter  of  the  Safari  Hotel, 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  1:15  P.M.,  William  G.  Payne,  M.D.,  Chairman, 
presiding. 

ROLL  CALL 

PRESENT:  Drs.  Antos,  Robert  J.;  Raker,  Earl  J.; 
Cutts,  Robert  I.;  Flynn,  Richard  O.,  President-Elect; 
Ganelin,  Robert  S.;  Heileman,  John  P.,  Secretary;  Payne, 
William  G.,  Chairman;  Schaller,  Donald  F.;  Wagner, 
Albert  G. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guest:  Spendlove,  M.D.,  George  A.,  Commissioner  — 
Arizona  State  Dept,  of  Health. 

EXCUSED:  Drs.  Dudley,  Jr.,  Arthur  V.,  President; 
Helme,  William  B.;  Kohl,  Jr.,  Harold  W.;  McDaniel,  W. 
Shaw;  Melick,  Dennont  W.;  Rhu,  Jr.,  Hermann  S.;  Ryan, 
Eugene;  Stark,  Robert  E.T.;  Toll,  Richard  J.;  Wood, 
MacDonald. 

MINUTES 

Approved  Minutes  of  the  Professional  Committee 
meeting  held  December  14,  1968. 

FINANCE 

Reported,  as  of  January  31,  1969,  out  of  a total  (1969) 
Budget  of  $7,500.00,  there  has  been  expended  $109.59. 
RECEIVED. 

SECTION  REPORTS 

Aging  and  General  Medicine 
HANDICAPPED  CHILD 
EDUCATION 

Board  of  Directors,  January  12,  1969,  determines  to 
support,  without  financial  obligation,  position  of  Ari- 
zona Chapter  — American  Academy  of  Pediatrics  (Ari- 
zona Petdiatric  Society)  for  enactment  of  legislation 
which  would  assist  the  education  of  the  handicapped 
child  at  the  time  he  can  best  profit  thereby  (under  six 
years).  It  is  understood  the  Arizona  State  Department  of 
Public  Instruction  has  been  communicated  with  as  any 
legislation  amending  the  Act  should  emanate  from  that 
department.  RECEIVED. 

DRUG  ABUSE  SYMPOSIA 

Board  of  Directors,  January  12,  1968,  supports,  with- 
out financial  obligation,  the  Drug  Abuse  Symposia  being 
arranged  by  St.  Joseph’s  Hospital,  Phoenix,  to  be  held 
in  February,  1969.  Dr.  Spendlove  reports  that  the  date 
has  been  changed  to  March  15  and  16,  1969.  RE- 
CEIVED. 

CANCER  - REPORTABLE  DISEASE 

John  J.  Standifer,  M.D.,  Northwestern  District  Direc- 
tor of  ArMA,  Board  of  Directors,  member  of  the  Cancer 
Division  of  the  Heart,  Stroke  and  Cancer  Program,  seeks 
an  expression  of  the  feeling  of  this  Association  regard- 
ing the  designation  of  cancer  as  a reportable  disease. 


Dr.  Kohl,  Jr.,  advises  that  it  is  his  position  this  is 
really  not  necessary.  Furthermore,  it  would  appear  that 
a project  of  this  magnitude  would  require  a great  deal 
of  work  and  that  the  return  from  it  would  not  be  very 
great.  In  the  past,  the  Professional  Committee  has  dis- 
cussed at  length  the  setting  up  of  a statewide  cancer 
registry.  This  idea  was  dismissed  several  years  ago  as 
unfeasible. 

Dr.  Standifer  was  invited  to  be  present  at  this  meeting 
to  elaborate  on  the  subject,  but  found  it  impossible  for 
him  to  be  in  attendance;  however,  by  letter,  he  advised 
the  group  has  expressed  interest  in  securing  the  support 
of  the  Association  for  legislation  to  accomplish  the  ob- 
jective. 

Dr.  Payne  reported  that  Dr.  Melick  had  been  in  touch 
with  him  stating  that  he  does  not  want  to  take  a position 
that  in  any  way  is  contrary  to  that  of  the  Association. 
It  was  stated  that  application  for  a grant  for  a Tumor 
Registry  had  been  made.  Dr.  Spendlove  suggested  use 
of  the  system  already  set  up.  Hospitals  should  be  urged 
to  report  all  cancer  cases  to  the  Tumor  Registry  estab- 
lished which  reporting  could  be  handled  by  the  medical 
record  librarian  of  each  institution. 

Dr.  Payne  agreed  to  communicate  with  Dr.  Melick, 
reflect  the  thinking  of  the  Chairman,  Dr.  Kohl,  Jr.,  and 
tell  him  we  feel  the  information  should  be  made  avail- 
able, but  we  question  making  it  legally  reportable  and 
how  effective  such  procedure  would  be;  further,  that 
such  reporting  could  be  made  through  the  Tumor  Regis- 
try. 

BLOOD  DRAW  FROM  MINORS 

Inquiry  of  Mrs.  Bill  B.  Fannin  (Tucson)  suggesting 
stringent  regulations  in  the  operation  of  commercial 
blood  banks  in  the  withdrawal  of  blood  from  minors 
without  parent  consent.  It  is  revealed  that  neither  the 
Red  Cross  nor  Blood  Services  of  Arizona  accepts  blood 
donations  from  minors  without  parents’  consent,  the 
latter  with  two  exceptions:  (a)  where  a minor  is  married 
and  living  separately  from  his  parents  and  is  eighteen 
years  of  age  or  over  (18-21),  and  (b)  one  in  military 
service.  Referred  to  Pima  County  Medical  Society  for 
comment,  it  advises  the  Society  is  not  familiar  with  the 
operation  of  the  local  commercial  blood  agency  other 
than  the  fact  Robert  S.  Hirsch,  M.D.,  is  their  medical 
consultant.  This  appears  to  be  a legal  problem  and  Mrs. 
Fannin  should  be  so  advised. 

RHEUMATIC  FEVER 

William  Harper,  M.D.,  Chairman,  Rheumatic  Fever 
Advisory  Committee,  advises  it  is  currently  working  with 
the  Arizona  Regional  Medical  Program,  University  of 
Arizona,  in  expanding  the  present  rheumatic  fever  and 
streptococcal  disease  program.  An  abstract  outlining  the 
problems  and  objectives  of  the  program  was  submitted. 
Association  support  is  solicited.  It  was  stated  the  appli- 
cation for  this  program  had  been  withdrawn  because 
of  certain  dissatisfaction  over  the  program. 

Determined  not  to  support  this  program. 

NO  CODE  ARREST 

George  Mertz,  M.D.,  Chief  of  Staff,  Doctors  Hos- 
pital (Phoenix),  recently  reminded  all  staff  members  of 
the  existing  regulation  which  requires  that  the  doctor’s 
“No  Code  Arrest”  order  be  in  writing  and  be  made  a 
permanent  part  of  the  patient’s  record.  This  regulation, 
he  stated,  conforms  to  the  legal  opinion  obtained  by  the 
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Arizona  Hospital  Association,  dated  February  6,  1968. 
Verbal  orders  concerning  this  situation  will  not  be  hon- 
ored by  the  Nursing  Staff.  A portion  of  the  legal  opinion 
was  recited. 

Dr.  Heileman,  by  letter  addressed  to  Dr.  Mertz  under 
date  of  February  7,  1969,  advised:  “from  a legal  aspect, 
I find  myself  diametrically  opposed  to  your  memo  of 
January  31,  1969.  I have  been  reminded  by  my  col- 
leagues that  the  American  Society  of  Internal  Medicine 
has  gone  on  position  as  ‘against  writing  this  order  on 
the  record’.’’  The  subject  is  brought  to  the  attention  of 
this  Professional  Committee  for  review.  Discussion  en- 
sued. 

It  was  regularly  moved  and  unanimously  carried  that: 

WHEREAS,  not  all  persons  who  die  die  of  a cardiac 
arrest;  and 

WHEREAS,  those  who  do  die  of  a true  cardiac  arrest 
have  a right  to  receive  all  lifesaving  measures  as 
may  be  appropriate,  be  it 

RESOLVED,  whether  to  call  or  not  to  call  a “code 
arrest”  (and  its  inherent  lifesaving  activities)  on  a 
patient  must  be  a clinical  decision  dependent  on  the 
following: 

1. A  pre-code  arrest,  rapport  and  decision  making 
between  the  physician,  patient  and/or  family; 

2.  The  capability  of  the  hospital,  medical,  nursing, 
and  technical  staffs  to  respond  to  these  emergen- 
cies at  the  appropriate  time;  and 

3.  The  clinical  judgment  of  the  attending  physician 
based  on  the  condition  of  the  patient. 

and  be  it  further 

RESOLVED,  that  the  operating  procedures  and  re- 
lease must  be  worked  out  by  the  medical  staff  and 
administration  of  the  individual  hospitals  and  based 
on  their  cooperative  ability  to  react. 

Allied  Medical  Groups 
PODIATRY 

Board  of  Directors,  January  12,  1969,  accepted  the 
recommendation  of  the  Professional  Committee  that, 
within  the  framework  of  Bulletin  No.  44  of  the  Joint 
Commission  on  Accreditation  of  Hospitals,  April  of  1967, 
it  be  the  position  of  said  Board  of  Directors  that  tire 
governing  body  of  a hospital,  on  recommendation  of  the 
Medical  Staff,  should  determine  a qualified  podiatrist 
privileges  within  his  area  of  practice.  RECEIVED. 

Dr.  Flynn  reported  regarding  a recent  liaison  meeting 
held  with  Podiatrists  seeking  suggestions  as  to  further 
approach  from  this  point  with  the  Medical  Staff  and 
Hospitals.  It  was  stated  that  Maricopa  General  Hospital 
presently  recognizes  them  within  the  scope  of  its  regu- 
lations. S.B.  101  introduced  February  10,  1969,  in  the 
First  Regular  Session  of  the  29th  Arizona  State  Legis- 
lature, relating  to  Podiatry,  was  reviewed.  It  has  to  do 
with  amendments  to  certain  of  the  provisions  of  its 
Practice  Act  which  appear  to  be  regulatory.  RE- 
CEIVED. 

ArMA  — ASNA  Liaison 
TB  SKIN  TESTS 
BY  SCHOOL  NURSES 

Board  of  Directors,  January  12,  1969,  referred  to 
Counsel  the  matter  of  concern  of  the  Arizona  State 
Nurses’  Association  over  action  of  the  State  Board  of 
Education,  by  resolution  adopted  September  30,  1968, 


authorizing  School  Nurses  to  administer  TB  skin  tests 
to  certificated  personnel.  Certain  questions  were  posed 
and  suggested  answers  thereto  previously  offered  by  the 
Professional  Committee  were  again  reviewed  by  the 
Chairman.  Dr.  Payne  likewise  reviewed  the  response 
contained  in  letter  of  counsel,  dated  January  27,  1969, 
of  record.  Discussion  ensued. 

It  was  regularly  moved  and  unanimously  carried  that 
the  recommendation  of  this  Professional  Committee  to 
the  Board  of  Directors  relating  to  this  subject  be  as 
before,  unaltered  by  counsel  opinion. 

CONFERENCE  ON  NURSING 

Dr.  Payne  reported  he  will  attend  the  Second  Na- 
tional Conference  on  Nursing,  sponsored  by  the  AMA 
Committee  on  Nursing,  to  be  held  in  Chicago,  April 
11  and  12,  1969,  as  the  official  representative  of  this 
Association.  Expenses  will  be  borne  by  AMA.  RE- 
CEIVED. 

ArMA  - ASNA  LIAISON  MEETING 

Dr.  Payne  further  reported  that  the  next  meeting  of 
the  Joint  Liaison  Committee  will  be  held  March  22, 
1969,  at  the  ASU  Nursing  College.  Plans  are  develop- 
ing for  a workshop  to  be  held  in  the  Fall  of  this  year. 
Attendance  will  be  limited  to  thirty  to  be  composed  of 
representatives  from  each  organization.  Donations  to  date 
in  the  total  sum  of  $350.00  to  defray  speakers’  expenses 
have  been  received.  The  theme  of  the  meeting  will  be: 
“Improved  Patient  Care”  — What  is  the  Responsibility 
and  Role  of  The  Physician  and  The  Nurse.  RECEIVED. 
Athletic  Medicine 

In  the  absence  of  the  Chairman,  Dr.  Toll,  no  report 
submitted. 

Disaster  Medicine 
AMES  PROJECT 

Dr.  Baker  compliments  Drs.  Donald  F.  Schaller  and 
James  L.  Sehamaden  for  their  efforts  culminating  in 
receipt  of  a grant  associate  with  the  AMES  Project 
which  is  proceeding  as  planned.  RECEIVED. 
STANDARD  HEALTH 
RECORD  FORM 

The  Chairman  strongly  suggests  inclusion  of  im- 
munization in  the  proposed  standard  health  record  form 
for  use  by  colleges  and  universities.  Diphtheria  (ten 
years);  tetanus  (ten  years)  and  smallpox  (five  years) 
should  be  listed  with  suggested  time  span.  RECEIVED. 
ANNUAL  MEETING 

Announced  the  subject  for  the  Annual  State  Disaster 
Medical  Society  Meeting  will  be  the  establishment  of 
one  or  more  central  state  disaster  medical  areas  for  co- 
ordination of  communication  with  major  burn  and  trauma 
care,  i.e.  a burn  and  trauma  unit.  This  should  be  accom- 
plished in  conjunction  with  AMES  Project,  as  primary 
statewide  transport  unit.  The  luncheon  meeting  will  be 
Saturday,  April  26,  1969.  RECEIVED. 

Emergency  Care 

INJURY  CONTROL  PROGRAM 

Board  of  Directors,  January  12,  1969,  determined  to 
support  the  Injury  Control  Program  for  the  State  of 
Arizona  within  the  activities  of  the  Arizona  State  De- 
partment of  Health,  without  funding  or  commitment  of 
members’  time. 

AMES  PROJECT 

As  previously  reported,  Dr.  Schaller  stated  the  AMES 
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Project  now  has  been  funded  and  effort  will  be  put 
forth  to  achieve  the  ultimate  objective  of  safely  trans- 
porting the  injured  by  helicopter  to  hospitals  adequately 
equipped  to  handle  specific  injuries. 

AMBULANCE  SERVICE 

Board  of  Directors,  January  12,  1969,  received  for 
information,  report  of  the  Professional  Committee  re- 
lating to  Ambulance  Service  in  Arizona.  Rules  and 
regulations  will  be  promulgated  before  the  end  of  this 
year.  RECEIVED. 

Dr.  Schaller  reported  that  the  American  Academy 
of  Orthopaedics  will  hold  its  first  course  in  first  aid 
for  policemen  and  firemen  at  St.  Joseph’s  Hospital, 
Phoenix,  April  17,  18  and  19,  1969.  RECEIVED. 
Industrial  Health 

In  the  absence  of  the  Chairman,  Dr.  Ryan,  no  report 
submitted. 

Medical  Education 
CHAIRMAN 

Board  of  Directors,  January  12,  1969,  confirmed  ap- 
pointment of  Robert  E.  T.  Stark,  M.D.  (Phoenix)  as  a 
member  of  the  Professional  Committee  for  the  term 
1968-71,  to  serve  as  Chairman  of  the  Section  on  Medical 
Education  for  1968-69.  RECEIVED. 

In  the  absence  of  the  Chairman,  no  formal  report 
submitted;  however,  it  was  reported  a survey  is  pre- 
sently being  conducted  among  the  fifty  state  medical 
associations  to  ascertain  programs  in  effect  or  planned 
in  the  area  of  continuing  education.  It  is  anticipated  this 
Section  will  be  quite  active.  RECEIVED. 

Medicine  and  Religion 
INSTITUTE  FOR  PSYCHIATRIST 
TEACHERS 

The  Ninth  Annual  Institute  for  Psychiatrist  Teachers 
of  Practicing  Physicians  was  held  at  the  Ambassador 
Hotel,  Los  Angeles,  January  23-26,  1969.  Your  Chair- 
man delivered  an  address  on  “The  Changing  Role  of 
the  Physician  in  the  Religious  Community.”  Emphasis 
was  placed  on:  What  the  Clergy  Expects  of  the  Physi- 
cian?; How  are  These  Expectations  Being  Met?;  What 
Problems  are  Involved?;  and  What  is  the  Changing  Role 
of  the  Physician? 

AMA  ANNUAL  MEETING 

The  AMA  Board  of  Trustees  Committee  on  Medicine 
and  Religion  will  hold  its  Annual  Meeting  in  the  AMA 
headquarters  offices,  Chicago,  February  20  and  21,  1969. 
MEDICAL  SCHOOL  AND 
NURSING  EDUCATION 

As  a member  of  the  Subcommittee  on  Medical  School 
and  Nursing  Education,  your  Chairman  will  present  the 
unusual  program  at  the  University  of  Arizona  College 
of  Medicine.  The  Division  of  Social  Perspectives  of 
Medicine  under  its  director.  Dr.  Richard  R.  Willey, 
plans  to  hold  eight  sessions  during  the  current  year, 
considering  in  depth  social,  ethical,  philosophic  and 
moral  questions  and  problems.  Held  off  the  campus  on 
a nearby  ranch,  on  Friday  and/or  Saturday,  the  entire 
sophomore  class  and  members  of  the  medical  school 
faculty  hold  a dialogue  under  the  direction  of  well 
known  guest  speakers,  specialists  in  the  specific  sub- 
jects discussed.  Titles  of  the  four  sessions  held  to  date 
are:  Medicine  and  the  Southwestern  Culture,  Medical 
Care:  A Privilege  Becoming  a Right,  Death  and  the 


Doctor,  and  Experimentation  on  Man.  The  remaining 
sessions  are  entitled:  The  Control  of  the  Brain,  Mind 
and  Behavior,  The  Social  Validation  of  Medical  Prac- 
tice, and  others. 

To  this  Chairman,  Dr.  Willey’s  program  appears  both 
unique  among  medical  schools  and  a most  effective  man- 
ner in  dealing  with  important  “non-biological”  consider- 
ations. Generally  speaking,  practicing  physicians  and 
especially  medical  students  have  been  critical  of  the  im- 
personal, materialistic,  sometimes  inhumane  attitudes 
prevalent  in  medical  school  teaching. 

The  University  of  Arizona  Medical  School,  under  the 
able  direction  of  Dean  Monte  DuVal,  appears  to  be 
teaching  the  care  of  the  whole  man,  exemplified  in  the 
work  of  The  Division  of  Social  Perspectives  in  Medicine. 
RECEIVED. 

REGIONAL  WORK-SHOP 

The  Annual  Regional  Work-Shop  of  State  Chairmen 
of  Committees  of  Medicine  and  Religion  will  be  held 
in  Salt  Lake  City,  Utah,  Saturday,  March  29,  1969.  Pre- 
viously, this  Committee  has  given  approval  for  trans- 
portation costs  of  the  Chairman  or  his  designate.  RE- 
AFFIRMED. 

JOINT  MEETING  ASU 

It  was  reported  that  a combined  meeting  of  the 
American  Cancer  Society  and  ArMA  Committee  on  Medi- 
cine and  Religion  will  be  held  at  the  Arizona  State 
University  Nurses’  Auditorium,  March  6,  1969.  Cancer 
and  involvement  of  nurses,  clergy  and  physicians  in 
treatment  of  the  whole  patient  will  be  discussed.  Par- 
ticipants: local  physicians,  Arizona  Commissioner  of 
Health,  clergymen,  nurses  and  one  guest  speaker.  RE- 
CEIVED. 

Mental  Health 

ANNUAL  CONFERENCE 

Dr.  Cutts  reported  that  he  plans  to  attend  the  15th 
Annual  Conference  of  State  Mental  Health  Representa- 
tives to  be  held  in  Chicago,  March  14  and  15,  1969, 
at  the  Drake.  EXPENSES  AUTHORIZED. 

MEETINGS 

The  Chairman  stated  that  since  the  last  Professional 
Committee  meeting,  the  Section  on  Mental  Health  has 
not  met;  however,  meetings  of  the  Phoenix  and  Tucson 
Chapters  of  the  State  Psychiatric  Society  have  been 
held  and  members  attended.  Next  Sunday,  February 
twenty-third,  a meeting  is  scheduled  for  non-psychiatric 
physicians,  especially  for  general  practitioners,  at  which 
an  educational  program  in  psychiatry  will  be  presented. 
RECEIVED. 

CHILD  CARE  LEGISLATION 

Important  matters  brought  up  for  consideration  have 
been  largely  in  regard  to  mental  health  legislation  and 
several  problems  regarding  the  care  of  children  with 
psychiatric  problems.  Most  are  still  pending  except  for 
the  current  Bill  regarding  delinquent  girls.  RECEIVED. 
PRIVILEGED  COMMUNICATION 

Counsel  has  been  authorized  to  complete  the  study 
and  proceed  to  prepare  appropriate  legislation  to  pro- 
vide for  adequate  protection  to  all  physicians  in  the 
area  of  “privileged  communication.”  It  is  anticipated 
a measure(s)  will  be  ready  for  introduction  during  the 
Second  Regular  Session  (1970)  of  the  29th  Arizona  State 
Legislature.  RECEIVED. 
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PSYCHIATRIST  PAMPHLET 

A pamphlet  entitled:  “What  is  a Psychiatrist,”  pub- 
lished by  the  Council  of  New  York  State  District  Branch- 
es of  the  American  Psychiatric  Association,  was  dis- 
cussed. It  appears  to  be  too  promotional.  Suggested  the 
Department  of  Mental  Health  of  the  Division  of  Scien- 
tific Activities  of  the  American  Medical  Association  be 
communicated  with  for  comment. 

Perinatal  and  Maternal  Mortality 

In  the  absence  of  the  Chairman,  no  formal  report 
submitted.  Comments  on  midwifery  have  been  received 
from  Apache,  Coconino,  Greenlee,  Pima  and  Yavapai 
Medical  Societies  and  forwarded  on  to  the  Chairman. 
Poison  Control 
CENTERS 

Board  of  Directors,  January  12,  1969,  receives  report, 
exxsresses  concern,  and  urges  continuing  study  in  an 
endeavor  to  find  a solution  in  the  establishment  of 
Poison  Control  Centers  and  its  problems. 

Dr.  Antos  advised  the  biggest  problem  is  to  get  quali- 
fied or  interested  people  to  serve  on  the  Committee. 
During  the  past  Summer  two  Poison  Control  Centers 
were  lost,  one  in  Holbrook  and  one  at  Grand  Canyon 
Hospital.  Two  have  been  established,  one  at  St.  Luke’s 
Hospital  and  one  at  John  C.  Lincoln  Hospital.  The  con- 
trol program  is  gradually  going  down-hill.  More  and 
more  unqualified  people  are  being  listed  as  Poison  Con- 
trol Directors  and  unfortunately  there  is  no  means  of 
correcting  this  at  this  time. 

Although  it  is  not  the  function  of  the  Poison  Control 
Centers  to  actually  stockpile  drugs,  one  exception  was 
made  this  year  and  we  did  obtain  8,000  CC’s  of  U.S.P. 
Atropine  to  be  used  as  an  antidote  in  organophosphate 
poisoning.  This  Atropine  has  been  stored  at  the  main 
Poison  Control  Center  located  at  Memorial  Hospital 
(Phoenix). 

Public  Health 
MEMBERSHIP 

Charles  L.  Levison,  M.D.,  Chairman,  Rural  and  Mi- 
grant Health  Subcommittee,  is  attempting  to  select 
members  to  be  appointed  to  his  committee. 

RURAL  HEALTH  CONFERENCE 

Dr.  Levison  is  endeavoring  to  designate  a substitute 
to  attend  the  22nd  National  Conference  on  Rural  Health, 
sponsored  by  AMA,  to  be  held  in  Philadelphia,  March 
21  and  22,  1969.  Dr.  Ganelin  is  to  pursue  the  possi- 
bility of  having  someone  from  the  State  Health  De- 
partment attend  this  meeting. 

ENVIRONMENTAL  HEALTH 

Dr.  Bernard  Levine  is  in  the  course  of  organizing 
the  Environmental  Health  Subcommittee.  Meetings  have 
yet  to  be  held. 

HEALTH  RECORD  FORM 

No  further  activity  has  been  held  from  the  School 
Health  Subcommittee.  Final  approval  for  the  recom- 
mended standard  health  record  form  for  colleges  and 
universities  is  being  awaited.  Copies  of  the  proposed 
form  have  been  circulated  among  tire  members  of  the 
Professional  Committee  and  comments  of  those  having 
responded  were  transmitted  to  Dr.  Ganelin.  Suggestions 
received  including  those  dealing  with  immunization  men- 
tioned this  morning  will  be  forwarded  to  the  committee 
for  acceptance  and  inclusion.  Dr.  McDaniel  pointed  out 
that  while  a form  may  be  standardized,  the  response 


by  say  an  internal  medical  specialist  may  not  be  stan- 
dardized at  all  and  cost  as  to  the  extent  of  examination 
will  vary.  A final  form  will  be  forthcoming  shortly  for 
ultimate  distribution  among  the  schools.  Dr.  Ganelin 
will  follow. 

PKU  TEST 

S.B.  132  introduced  February  13,  1969,  First  Regular 
Session,  29th  Arizona  State  Legislature,  is  AN  ACT 
RELATING  TO  PUBLIC  HEALTH,  PROVIDING  FOR 
A PHENKYLKETONURIA  TEST  OF  NEWBORN 
CHILDREN,  AND  AMENDING  TITLE  36,  CHAP- 
TER 6,  ARTICLE  5,  ARIZONA  REVISED  STATUTES, 
BY  ADDING  SECTION  36-695.  A similar  measure  has 
been  previously  introduced  during  the  past  several  ses- 
sions of  the  Legislature.  It  is  the  consensus  such  proce- 
dure should  not  be  legislated.  Discussion  ensued.  Dr. 
Spendlove  agreed  to  confer  with  the  State  Obstetrics 
and  Gynecology  Society  in  this  regard. 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Committee  to  the 
Board  of  Directors  that  such  measure  be  not  passed. 
HEALTH  & REHABILITATION 
AGENCY  PROPOSAL 

Board  of  Directors,  January  12,  1969,  determined  to 
cooperate  with  the  Arizona  State  Department  of  Health 
and  request  a hearing  with  the  Governor  and  the  De- 
partment at  the  appropriate  time.  RECEIVED. 
NURSING  HOME  VISITATIONS 
BY  PHYSICIANS 

In  the  matter  of  question  raised  by  the  Arizona  State 
Department  of  Health  as  to  whether  nursing  home  visi- 
tations by  the  doctor  should  be  on  a regularly  scheduled 
basis,  or  on  the  basis  of  need  of  the  individual  patient, 
it  is  suggested  that  the  Health  Department  regulation 
be  such  that  nursing  home  administrators  be  required 
to  notify  families  that  the  patient  must  have  a periodical 
examination  by  a physician. 

NURSING  HOME  PROVISION 
FOR  CHILDREN 

As  regards  provision  that  children  under  sixteen  years 
of  age  be  not  placed  in  a regular  nursing  home,  it  is 
suggested  that  the  Health  Department  remove  the  age 
limit  from  its  regulation  and  require,  where  pediatric 
arrangements  have  been  made,  that  some  section  of  the 
nursing  home  be  classified  or  designated  for  such  serv- 
ices. 

LEARNING  DISABILITIES  - 
HANDICAPPED  CHILDREN 

The  Arizona  Department  of  Public  Instruction,  Divi- 
sion of  Special  Education,  advises  it  is  attempting  to 
assist  public  school  districts  in  providing  for  the  children 
with  Learning  Disabilities.  A statement  is  submitted  for 
use  by  physicians  who  may  be  called  on  to  examine 
children  with  suspected  Learning  Disabilities.  Evaluation 
and  acceptability  thereof  is  requested.  Further,  a list- 
ing of  doctors  who  are  cognizant  of  the  problems  of 
children  having  such  learning  disabilities  (suffering  min- 
imal brain  dysfunction  or  minimal  neurological  impair- 
ment), is  requested. 

Following,  discussion,  it  was  concluded  that  certainly 
the  physician  members  of  ArMA  stand  ready  to  con- 
tribute any  information  available  that  will  enhance  the 
learning  process;  that  the  Physician’s  Report  form  sub- 
mitted be  accepted;  and  that  the  matter  be  referred  to 
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Dr.  Ganelin  who  will  seek  any  further  clarification  indi- 
cated, responding  to  this  inquiry. 

Safety 

In  the  absence  of  the  Chairman,  no  formal  report 
submitted. 

Woman’s  Auxiliary 

In  the  absence  of  the  Chairman,  no  formal  report 
submitted. 

MEETING  ADJOURNED  AT  4:55  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


LEGISLATIVE  COMMITTEE 

Meeting  of  the  Legislative  Committee  of  The  Ari- 
zona Medical  Association,  Inc.,  held  Sunday,  February 
9,  1969,  in  the  Convention  Center  of  the  Safari  Hotel. 
4611  North  Scottsdale  Road,  Scottsdale,  Arizona,  con- 
vened at  10:10  A.M.,  Arthur  R.  Nelson,  M.D.,  Chair- 
man, presiding. 

ROLL  CALL 

PRESENT:  Drs.  Bennett,  Chester  G.;  Davis,  C.  Tru- 
man; Dudley,  Jr.,  Arthur  V.,  President;  Griess,  Donald 
F.;  Heileman,  John  P.,  Secretary;  Henderson,  Charles  E.; 
Nelson,  Arthur  R.,  Chairman;  Oakley,  John  E.;  Oliver, 
Robert  J. 

Counsel:  Mr.  Jacobson,  Edward. 

Staff:  Messrs.  Carpenter,  Robert,  Executive  Secretary; 
Robinson,  Bruce  E.,  Assistant  Executive  Secretary. 

Guests:  Savoie,  Eugene  A.,  D.D.S.,  President  — Ari- 
zona State  Dental  Association. 

EXCUSED:  Drs.  Caskey,  John  H.;  Clemens,  III,  Wil- 
liam J.;  Craig,  Carlos  C.;  Flynn,  Richard  O.,  President- 
Elect;  Holbrook,  John  P.;  Kahle,  John  F.;  Lyle,  Wil- 
liam H. 

MINUTES 

Approved  minutes  of  the  Legistlative  Committee  meet- 
ing held  October  20,  1968. 

WELCOME 

The  Chairman,  Dr.  Arthur  R.  Nelson,  extended  a 
most  cordial  welcome  to  Dr.  Eugene  A.  Savoie,  Presi- 
dent of  the  Arizona  State  Dental  Association. 

FINANCE 

Reported  as  of  January  31,  1969,  out  of  a total  (1969) 
Administrative  Budget  of  $500.00,  there  is  reflected  no 
expenditure;  the  Legal  Budget  for  1969  reflects  an  ex- 
penditure of  $705.00,  out  of  a total  of  $8,060  00  budget. 

H.  B.  32  — THERAPEUTIC  ABORTION 

H.B.  32  was  introduced  January  16,  1969  in  the  First 
Regular  Session  of  the  29th  Legislature  of  the  State 
of  Arizona.  It  provides: 

AN  ACT  RELATING  TO  PUBLIC  HEALTH; 

PROVIDING  WHEN  THERAPEUTIC  ABORTION 

MAY  BE  LEGALLY  PERFORMED;  AMENDING 

SECTIONS  13-211  AND  13-212,  ARIZONA  RE- 
VISED STATUTES,  AND  AMENDING  TITLE  36, 

CHAPTER  6,  ARIZONA  REVISED  STATUTES,  BY 

ADDING  ARTICLE  9. 

Counsel  reviewed  developments  following  comple- 
tion and  release  of  the  results  of  a public  opinion  survey 
undertaken  by  Bruce  D.  Merrill,  President,  Merrill  Re- 
search, Tempe,  Arizona,  February  3,  1969.  Briefly,  two- 
thirds  (67%)  of  the  registered  voters  in  Maricopa  and 
Pima  counties  are  in  favor  of  liberalizing  the  existing 


Arizona  abortion  law.  Thirty  per  cent  (30%)  of  those 
interviewed  felt  the  law  should  remain  as  it  is  and  three 
per  cent  (3%)  said  they  had  no  opinion  on  the  matter. 

The  two-to-one  proportion  favoring  a liberalized  abor- 
tion law  was  found  in  all  political  and  socioeconomic 
groups  with  the  exception  of  religion.  While  the  num- 
ber of  Catholics  in  the  survey  was  small  (24%),  over 
one-half  (56%)  of  the  Catholics  sampled  were  against 
liberalizing  the  Bill.  However,  forty-one  per  cent  (41%) 
favored  a more  liberal  law  and  three  per  cent  (3%) 
ventured  no  opinion. 

Seventy-four  (74%)  of  the  Protestants  favored  liberal- 
ized abortion.  Twenty-one  per  cent  (21%)  were  for  main- 
taining the  existing  bill,  and  five  per  cent  (5%)  had  no 
opinion. 

No  significant  differences  were  found  in  the  attitudes 
of  Republicans  or  Democrats,  males  or  females,  or  peo- 
ple living  in  either  Maricopa  or  Pima  counties,  and 
their  attitudes  toward  abortion.  All  clearly  favored  a 
more  liberal  abortion  bill.  Among  those  who  favored  a 
liberalized  bill: 

Ninety-seven  per  cent  (97%)  felt  abortion  should 
be  allowed  when  continuance  of  the  pregnancy  im- 
paired the  physical  health  of  the  mother. 

Eighty-five  per  cent  (85%)  would  allow  abortion 
when  the  mental  health  of  the  mother  was  in  danger, 
eight  per  cent  (8%)  were  opposed,  and  seven  per  cent 
(7%)  gave  no  opinion. 

Eighty-two  per  cent  (82%)  favored  abortion  when 
there  was  substantial  risk  the  child  would  be  born 
with  a grave  physical  or  mental  defect,  twelve  per 
cent  (12%)  were  opposed,  and  six  per  cent  (6%)  of- 
fered no  opinion. 

Eighty-five  per  cent  (85%)  favored  abortion  when 
the  pregnancy  was  the  result  of  rape,  eight  per  cent 
(8%)  were  oposed,  with  seven  per  cent  (7%)  giving 
no  opinion. 

Eighty  per  cent  (80%)  would  allow  abortion  in  the 
instance  of  incest,  eight  per  cent  (8%)  were  opposed, 
and  twelve  per  cent  (12%)  gave  no  opinion. 

Fifty-four  per  cent  (54%)  of  our  respondents  were 
against  abortion  when  an  “unmarried  woman  so  de- 
sired,” thirty-three  per  cent  (33%)  were  favorable,  and 
thirteen  per  cent  (13%)  ventured  no  opinion. 

Fifty-four  per  cent  (54%)  were  against  abortion 
“when  a married  woman  so  desired.”  Thirty-eight  per 
cent  (38%)  were  favorable,  and  eight  per  cent  (8%) 
offered  no  opinion. 

Registered  voters  in  Maricopa  and  Pima  counties 
would  favor  a liberalized  abortion  law  if  abortions 
were  controlled  by  a committee  of  licensed  physicians 
operating  in  accredited  hospitals.  Abortion  was  fav- 
ored in  the  case  of  severe  threat  to  the  physical  or 
mental  health  of  the  mother,  in  the  case  of  grave 
birth  defect,  and  in  the  case  of  incest  or  rape.  Voters 
were  not  willing  to  allow  a married  or  unmarried 
woman  the  indiscriminate  right  of  abortion  . . be- 
cause they  so  desired.” 

H.B.  32  failed  of  passage  February  6,  1969,  by  a vote 
of  31  to  29.  A comparable  bill  S.B.  69  was  introduced 
in  the  Senate  January  30,  1969.  Action  is  being  awaited. 
It  is  further  understood  there  will  be  yet  another  bill 
introduced  before  the  close  of  this  session  of  the  Legis- 
lature. 
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H.  B.  87  — MEDICAL  RESEARCH  AND 
STUDIES 

H.B.  87  was  introduced  January  23,  1969,  in  the 
First  Regular  Session  of  the  29th  Legislature  of  the 
State  of  Arizona.  It  is: 

AN  ACT  RELATING  TO  MEDICAL  RESEARCH 
AND  STUDIES,  AND  AMENDING  TITLE  36, 
CHAPTER  6,  ARIZONA  REVISED  STATUTES,  BY 
ADDING  ARTICLE  9. 

Counsel  reviewed  the  controversy  this  measure  has 
created  in  the  Health  and  Welfare  Committee  of  the 
House,  trial  vs.  defense  lawyers.  It  appears  that  both 
legal  groups  are  opposed  to  this  bill  in  its  present  form. 
Counsel  suggests  that  we  withdraw  the  bill  this  year; 
that  there  be  established  a study  committee  including 
doctors  who  are  on  hospital  staffs  in  Phoenix  and  Tucson 
together  with  both  trial  and  defense  lawyers  in  an  en- 
deavor to  resolve  the  issues  and  present  a compromise 
measure  in  the  Second  Regular  Session  of  the  Arizona 
State  Legislature  which  will  achieve  the  objective. 

It  was  regularly  moved  and  unanimously  carried  that 
counsel  be  given  authority  to  withdraw  H.B.  87  intro- 
duced in  the  First  Regular  Session  of  the  29th  Arizona 
State  Legislature  and  that  there  be  appointed  such  com- 
mittee as  suggested  to  pursue  the  objective  and  intro- 
duction of  a bill  in  the  Second  Regular  Session  of  the 
29th  Arizona  State  Legislature. 

H.  B.  89  — MEDICAL  ASSISTANCE 
(TITLE  XIX) 

H.B.  89  was  introduced  January  23,  1969,  in  the 
First  Regular  Session  of  the  29th  Legislature  of  the 
State  of  Arizona.  It  is: 

AN  ACT  RELATING  TO  MEDICAL  ASSIST- 
ANCE; PROVIDING  FOR  MEDICAL  ASSIST- 
ANCE IN  CONFORMITY  WITH  TITLE  XIX  OF 
THE  FEDERAL  SOCIAL  SECURITY  ACT;  PRO- 
VIDING THAT  THE  DEPARTMENT  OF  HEALTH 
SHALL  ADMINISTER  THE  MEDICAL  ASSIST- 
ANCE PROGRAM  WITH  THE  DEPARTMENT  OF 
WELFARE  TO  DETERMINE  ELIGIBILITY  OF 
APPLICANTS  AND  RECIPIENTS;  PROVIDING 
FOR  THE  ESTABLISHMENT  OF  A MEDICAL  AS- 
SISTANCE DIVISION  WITHIN  THE  DEPART- 
MENT OF  HEALTH;  PROVIDING  FOR  THE  ES- 
TABLISHMENT OF  AN  ADVISORY  COMMITTEE; 
PRESCRIBING  MEDICAL  SERVICES;  PROVIDING 
METHOD  FOR  PAYMENT  OF  CLAIMS;  PRE- 
SCRIBING ADMINISTRATIVE  REQUIREMENTS; 
PROVIDING  FOR  DEDUCTION  OF  MONIES 
FROM  COUNTY  SHARE;  AMENDING  SECTIONS 
11-251,  11-291  AND  42-1342,  ARIZONA  REVISED 
STATUTES;  AMENDING  TITLE  46,  ARIZONA  RE- 
VISED STATUTES,  BY  ADDING  CHAPTER  3, 
ARTICLES  1 AND  2;  REPEALING  TITLE  46, 
CHAPTER  2,  ARTICLE  3.1,  ARIZONA  REVISED 
STATUTES  AND  MAXING  AN  APPROPRIATION. 
The  Section  on  Title  XIX  of  the  Governmental  Serv- 
ices Committee  of  this  Association  in  meeting  held  Feb- 
ruary 2,  1969,  recognizing  that  this  bill  differs  in  many 
sections  from  the  Title  XIX  plan  prepared  by  this  Asso- 
ciation over  the  past  several  years,  it  was  unanimously 
recommended  by  that  Section  that  the  Association  re- 


affirm its  position  in  support  of  the  Title  XIX  concept 
and  its  implementation  within  the  financial  ability  of 
Arizona;  however,  it  does  not  approve  H.B.  89  as  intro- 
duced into  the  29th  Legislature,  First  Regular  Session, 
January  23,  1969.  The  following  statement  was  made: 
I he  Arizona  Medical  Association,  Inc.,  continues 
to  recognize  the  need  for  improving  the  medical  and 
hospital  services  for  the  indigent  in  the  State.  It  would 
urge  that  a more  adequate  Title  XIX  plan  or  a more 
adequate  totally  state  supported  plan  than  now  exists 
be  developed.” 

Considerable  discussion  ensued.  Dr.  Dudley  briefly 
reviewed  the  activities  of  the  Section  on  Title  XIX  dur- 
ing the  past  several  years  and  Dr.  Savoie  representing 
the  Dental  Association  expressed  the  views  of  his  group. 
Also,  certain  sections  of  the  bill  were  reviewed  and  dis- 
sected. The  “Indian  problem  was  prominent  through- 
out the  deliberations. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Legislative  Committee  recommend  to  the  Board  of 
Directors  of  this  Association  that  it  act  against  the  con- 
cept of  Title  XIX  Federal  legislation  in  its  present  form 
as  relates  to  the  economic  abilities  of  Arizona;  that  a 
separate  program  be  investigated  for  the  care  of  Ari- 
zona indigents  with  particular  attention  to  the  role  of 
the  Indian;  and  that  an  educational  program  for  the 
legislators  and  public  be  undertaken. 

It  was  regularly  moved  and  unanimously  carried  that 
this  Legislative  Committee  recommend  to  the  Board 
of  Directors  of  this  Association  that  it  set  up  a plan 
from  which  a bill  could  be  developed  to  provide  indi- 
gent care  at  a state  level  without  Federal  participation 
that  would  be  more  acceptable. 

S.B.  28  AND  H.B.  90  — MOTOR  VEHICLE 
CHEMICAL  TEST  FOR  ALCOHOL  IN 
BLOOD 

S.B.  28  introduced  January  20,  1969,  in  the  First 
Regular  Session  of  the  29th  Legislature  of  the  State 
of  Arizona.  It  is: 

AN  ACT  RELATING  TO  MOTOR  VEHICLES; 
PROVIDING  WHEN  A PERSON  OPERATING  OR 
IN  ACTUAL  PHYSICAL  POSSESSION  OF  A MO- 
TOR VEHICLE  ON  A HIGHWAY  IS  DEEMED  TO 
HAVE  CONSENTED  TO  A CHEMICAL  TEST; 
PROVIDING  FOR  REVOCATION  OF  LICENSE 
UPON  REFUSAL  TO  SUBMIT  TO  SUCH  TEST; 
PROVIDING  PRESUMPTIONS  BASED  UPON  PER- 
CENTAGE OF  ALCOHOL  IN  BLOOD;  PROVID- 
ING REQUIREMENTS  FOR  AUTHORIZING  TEST- 
ERS; AMENDING  TITLE  28,  CHAPTER  6,  AR- 
TICLE 5,  ARIZONA  REVISED  STATUTES,  BY 
ADDING  SECTION  28-691,  AND  AMENDING  SEC- 
TION 28-692,  ARIZONA  REVISED  STATUTES. 

H.B.  90  was  introduced  January  24,  1969,  in  the 
First  Regular  Session  of  the  29th  Legislature  of  the 
State  of  Arizona  with  an  identical  title  and  content. 

There  was  considerable  question  as  to  the  constitution- 
ality of  either  of  these  two  hills;  however,  if  enacted, 
the  Courts  eventually  will  be  called  upon  to  make  such 
decision.  Special  attention  was  directed  to  a new  Sec- 
tion 28-691,  IMPLIED  CONSENT  TO  BLOOD, 
BREATH  OR  URINE  TEST;  REVOCATION  OF  Ll- 
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CENSE  UPON  REFUSAL;  HEARING;  REVIEW  OF 
ORDER  REVOKING,  as  follows: 

“B.  Any  person  who  is  dead,  unconscious  or  who  is 
otherwise  in  a condition  rendering  him  incapable 
of  refusal,  shall  be  deemed  not  to  have  withdrawn 
the  consent  provided  by  subsection  A and  test  or 
tests  may  be  administered,  subject  to  the  provisions 
of  Section  28-692.” 

It  was  determined  that  no  recommendation  to  the 
Board  of  Directors  of  this  Association  relating  to  either 
of  these  bills  will  be  made  by  the  Legislative  Commit- 
tee. 

S.B.  42  — NURSING  — LICENSING  AND 
REGULATION 

S.B.  42  was  introduced  January  22,  1969  in  the  First 
Regular  Session  of  the  29th  Legislature  of  the  State  of 
Arizona.  It  is: 

AN  ACT  RELATING  TO  PROFESSIONS  AND 
OCCUPATIONS;  PRESCRIBING  DEFINITIONS  OF 
NURSING;  PROVIDING  PROCEDURES  FOR  THE 
LICENSING  AND  REGULATION  OF  NURSING; 
PROVIDING  FOR  INJUNCTIVE  RELIEF;  AMEND- 
ING SECTIONS  32-1601,  32-1602,  32-1603,  32-1605, 
32-1606,  32-1607,  32-1608,  32-1610,  32-1631  to  32- 
1635,  inclusive,  32-1637,  32-1638,  32-1639,  32-1642, 
32-1643,  32-1644,  32-1645,  32-1665,  32-1666  AND 
32-1667,  ARIZONA  REVISED  STATUTES;  AMEND- 
ING TITLE  32,  CHAPTER  15,  ARTICLE  1,  ARI- 
ZONA REVISED  STATUTES,  BY  ADDING  SEC- 
TION 32-1606.01,  AND  AMENDING  TITLE  32, 
CHAPTER  15,  ARTICLE  3,  ARIZONA  REVISED 
STATUTES,  BY  ADDING  SECTION  32-1666.01. 
Seeking  the  endorsement  and  support  of  The  Arizona 
Medical  Association,  the  Arizona  State  Nurses’  Associa- 
tion advises  that  this  measure  has  the  support  of  the 
Arizona  Federation  of  Licensed  Practical  Nurses;  also, 
would  make  changes  in  terminology  intended  to  bring 
the  Nurse  Practice  Act  into  conformity  with  present 
usage  and  other  statutes  and  serve  to  clarify  many  areas. 
The  last  major  revision  of  this  statute  was  in  1952  and 
the  Attorney  General’s  office  as  well  as  the  attorneys 
in  the  Legislative  Council  feel  these  revisions  are  need- 
ed to  update  our  practice  act.  A summary  of  the  pro- 
posed changes  to  Chapter  15,  Arizona  Revised  Statutes, 
was  submitted  by  ASNA. 

On  query  raised  by  Mr.  Anthony  Mitten,  Assistant 
Director,  Maricopa  County  Medical  Society,  counsel  re- 
viewed his  letter  of  February  5,  1969,  addressed  to  the 
subject  of  “unlicensed  Medical  Assistants  giving  injec- 
tions” wherein  it  is  stated  “if  an  unlicensed  Medical 
Assistant  giving  injections  met  the  four  requirements  of 
A.R.S.  § 32-1421.6,  her  employing  physician  could  safely 
permit  such  activity.  One  of  those  requirements  was 
that  the  giving  of  shots  by  a medical  assistant  not  con- 
stitute a violation  of  any  statute.”  The  resolution  of  this 
question  is  in  some  doubt  due  to  a draft  opinion  by  the 
Attorney  General’s  office. 

What  the  present  law  allows  may  soon  become  moot. 
A bill  introduced  on  January  22,  1969,  if  enacted,  will 
amend  the  Nursing  Practice  Act  to  make  unlawful  the 
administering  of  injections  by  unlicensed  personnel.  The 
result  will  be  twofold: 

(a)  A medical  assistant  not  licensed  as  a practical  or 


professional  nurse  who  gives  injections  will  be 
guilty  of  a crime. 

(b)  A medical  assistant  when  administering  injections 
will  be  engaged  in  the  practice  of  medicine.  And 
her  employing  physician,  by  reason  of  having 
professional  connection  with  an  illegal  practitioner 
of  medicine,  will  be  guilty  of  unprofessional  con- 
duct. 

Particular  attention  might  be  given  to  S.B.  42  to  the 
following  proposed  amendments: 

(a)  A.R.S.  § 32-1601.4  (definition  of  nursing).  Current 
law  defines  only  practical  nursing  and  professional 
nursing.  New  subsection  4 of  A.R.S.  § 32-1601 
adds  a third  definition,  that  of  “Nursing.”  The 
proposed  definition  clearly  includes  the  adminis- 
tration of  injections. 

(b)  A.R.S.  § 32-1631  (acts  and  persons  not  affected 
by  chapter).  Present  subsection  1 permits  the  prac- 
tice of  practical  nursing  by  unlicensed  persons. 
Senate  Bill  42  deletes  this  provision. 

(c)  A.R.S.  § 32-1667. A. 2 (violations).  Under  present 
law,  only  a person  who  practices  professional 
nursing  without  a license  is  guilty  of  a crime.  The 
proposed  amendment  makes  the  unlicensed  prac- 
tice of  nursing,  either  practical  or  professional,  un- 
lawful. 

If  the  mandatory  licensing  requirement  for  practical 
nurses  will  adversely  affect  the  operations  of  the  South- 
western Preparatory  School  for  Medical  Assistants,  the 
School  and/ or  the  Society  might  consider  attempting 
to  convince  the  Legislature  that  such  a requirement 
should  be  eliminated  from  the  Bill. 

S.B.  66  — CLINICAL  LABORATORIES  — 
LICENSING  AND  REGULATING 

S.B.  66  introduced  January  29,  1969,  in  the  First 
Regular  Session  of  the  29th  Legislature  of  the  State  of 
Arizona.  It  is: 

AN  ACT  RELATING  TO  PUBLIC  HEALTH; 
PROVIDING  FOR  LICENSING  AND  REGULAT- 
ING CLINICAL  LABORATORIES;  PRESCRIBING 
QUALIFICATIONS  FOR  DIRECTORS  OF  CLIN- 
ICAL LABORATORIES;  PROVIDING  FOR  AD- 
MINISTRATION BY  THE  STATE  DEPARTMENT 
OF  HEALTH;  PRESCRIBING  PENALTIES; 
AMENDING  TITLE  36,  ARIZONA  REVISED  STA- 
TUTES, BY  ADDING  CHAPTER  4.1,  ARTICLE 
1 AND  2,  AND  MAKING  AN  APPROPRIATION. 

Dr.  Louis  Hirsch,  Chairman  of  the  Legislative  Com- 
mittee of  the  Arizona  Society  of  Pathologists,  appeared 
before  the  Legislative  Committee  presenting  the  ob- 
jections of  his  group  to  certain  provisions  of  S.B.  66. 
It  is  its  feeling  that  all  laboratories  should  be  licensed. 
The  new  Section  36-461,  Persons  and  Places  Not  Af- 
fected by  Article,  in  part  reads  as  follows: 

“2.  A person  licensed  under  Chapter  13  or  Chapter 
17  of  Title  32,  whose  operation  of  a laboratory  is 
limited  to  laboratory  analyses  performed  for  his  own 
patients  and  within  the  scope  of  his  license  provided 
that  if  the  laboratory  serves  five  or  more  such  persons 
jointly  or  if  the  laboratory  receives  direct  or  indirect 
referred  work  from  any  other  source,  all  provisions  of 
this  article  shall  apply.” 

As  stated,  this  provision  will  be  opposed  by  the  path- 
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ologiste.  Dr.  Hirsch  called  attention  to  a number  of  other 
provisions  which,  it  is  felt,  should  be  amended.  Ap- 
parently, the  pathologists  recognize  the  need  for  a Bill. 
Dr.  Hirsch  will  appear  before  the  Senate  Committee  on 
Commerce  and  Industry  Monday  morning,  February 
10th.  Considerable  discussion  ensued. 

It  was  regularly  moved  and  unanimously  carried  that 
forced  licensure  of  the  individual  practitioner  in  his 
office  or  a group  of  physicians  (two-three-six)  is  disap- 
proved. It  is  recommended  that  a member  having  spe- 
cial interest  in  this  subject  be  contacted  and  urged  to 
be  present  Monday  morning  next  to  present  the  views 
of  this  Committee  as  outlined.  Dr.  Meyer  Markovitz 
(IM)  of  Phoenix  it  was  suggested  be  contacted  for  this 
purpose. 

COMMUNICATIONS 

Professional  Liability  Insurance. 

Counsel  reviewed  the  request  of  Dr.  Jarrett,  author- 
ized by  the  Board  of  Directors  January  12th,  approving 
for  urgent  action  the  development  of  legislation  (similar 
to  those  Bills  being  considered  by  California)  relating  to 
professional  liability;  and  authorizing  counsel  to  proceed 
with  the  preparation  and  introduction  thereof  this  year, 
if  possible.  Inasmuch  as  time  will  not  permit,  it  is  rec- 
ommended that  active  study  this  year  be  given  to  the 
measures,  reviewing  California  experience,  with  a view 
of  introducing  Bills  during  the  Second  Regular  Session 
of  the  29th  Arizona  State  Legislature. 

It  is  reported  by  the  Medical  Economics  Committee 
there  is  indication  that  in  some  instances  carriers  writ- 
ing professional  liability  insurance  had  permitted  the 
coverage  to  lapse  without  reasonable  notice  to  the  in- 
sured. It  is  the  feeling  that  the  carrier  should  be  re- 
quired in  all  instances  to  notify  the  insured  of  any 
intention  to  withdraw  from  underwriting  such  coverage, 
giving  the  insured  a reasonable  amount  of  time  to  en- 
deavor to  seek  coverage  elsewhere.  This  matter  will  be 
considered. 

Privileged  Communication 

Dr.  Robert  I.  Cutts,  Chairman  of  the  Section  on  Men- 
tal Health  of  the  Professional  Committee,  previously 
expressed  concern  in  behalf  of  the  psychiatrists  of  Ari- 
zona of  the  inadequacy  of  existing  statutes  providing  for 
“privileged  communication.”  Counsel  advised  that  he 
had  reviewed  the  statutes  and  study  indicates  need  for 
clarification  for  all  doctors,  including  the  para-medical 
group  (nurses,  etc.).  He  is  proceeding  to  complete  the 
study  and  an  appropriate  measure  will  be  developed  in 
due  course  for  introduction. 

Pharmacy  Act  — Revision 

The  Arizona  Public  Health  Association  through  its 
Chairman  of  its  Legislative  Committee,  Lloyd  S.  Riddle, 
expressed  specific  interest  and  seeks  the  reaction  of  this 
Association  to  the  proposed  revision  of  the  Pharmacy 
Act  in  connection  with  its  probable  effectiveness  as  an 
anti-quackery  measure  relating  to  “devices”  and  penal- 
ties when  offered  in  a fraudulent  manner.  Alfred  J. 
Duncan,  Executive  Secretary,  Arizona  State  Board  of 
Pharmacy,  submits  a volumnous  copy  of  a proposed  re- 
vision of  the  Pharmacy  Act  and  a commentary  on  it. 
If  passed,  the  sections  concerning  devices  would  take 
care  of  a lot  of  quack  devices.  It  would  also  require 
devices  to  be  misbranded  if  the  labeling  is  false  or  mis- 


leading (Section  32-1963-1,  or  if  it  is  dangerous  to  health 
when  used  according  to  its  labeling,  Section  1963-10). 
Dr.  Nelson  advised  that  he  had  reviewed  the  content 
of  the  proposed  bill  and  could  not  detect  anything  ob- 
jectionable. It  was  stated  that  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona  had  approved  the 
proposal. 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Legislative  Committee 
to  the  Board  of  Directors  of  the  Association  that  it  ap- 
prove and  support  the  measure. 

Health  Related  Facilities  — Licensure  and  Regulation 

Presented  by  George  A.  Spendlove,  M.D.,  Commis- 
sioner of  the  Arizona  State  Department  of  Health,  was 
a first  draft  of  proposed  Health  Facility  Licensure  Act 
seeking  comments  and/or  endorsement.  Discussion  en- 
sued. 

It  was  regularly  moved  and  unanimously  carried  that 
it  be  the  recommendation  of  this  Legislative  Commit- 
tee to  the  Board  of  Directors  of  the  Association  that  it 
endorse  this  measure. 

Uniform  Anatomical  Gift  Act 

Referred  to  this  Legislative  Committee  for  review  and 
consideration,  through  Dr.  Fred  H.  Landeen,  is  a letter 
dated  November  27,  1968,  forwarded  by  Loren  F.  Taylor, 
M.D.,  of  the  University  of  Kansas  Medical  Center,  urg- 
ing action  on  the  enactment  of  a uniform  Anatomical 
Gift  Act  for  Arizona.  It  is  stated  that  Kansas  was  the 
first  state  to  do  so  through  enactment  of  a measure 
in  1968.  Maryland  is  the  only  other  state  that  has  taken 
similar  action.  Because  of  haste,  the  Kansas  Act  does  not 
wholly  conform  to  the  form  adopted  by  the  Joint  Com- 
missioners on  Uniform  Laws.  It  is  indicated  an  amend- 
ment will  be  necessary. 

Counsel  advised  that  this  matter  has  been  before 
the  Association  previously.  At  that  time  the  current  Ari- 
zona statute,  incidentally  drafted  by  the  Association  a 
number  of  years  ago,  appeared  to  be  an  improvement 
over  certain  sections  of  the  model  act.  It  was  believed 
wisdom  at  that  time  to  approach  the  matter  with  cau- 
tion before  making  amendments  and  take  advantage  of 
the  experience  of  other  states  having  in  mind  the  de- 
velopment of  transplants,  etc.  Following  more  study, 
possibly  next  year  would  be  the  appropriate  time  to 
consider  legislation. 

MEETING  ADJOURNED  AT  4:45  P.M. 

John  P.  Heileman,  M.D. 

Secretary 
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Chest  Pain  with  or  without  Abnormal  Electrocardiograms  in 
Patients  with  Normal  Coronary  Arteriograms 
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An  interesting  group  of  thirty  patients  with  chest  pain  and  normal  coron- 
ary arteriograms  is  presented.  Clinically,  fifteen  patients  were  considered 
to  represent  the  syndrome  of  angina  pectoris.  The  value  and  limitations  of 
coronary  arteriography  by  the  present  available  technique  are  discussed 
as  well  as  the  concept  of  so-called  small  vessel  disease  and  the  therapeutic 
implications  in  the  absence  of  demonstrable  coronary  artery  obstruction. 


The  diagnostic  value  of  selective  coronary  ar- 
teriography has  been  established  by  many  as  a 
valuable  procedure  for  detection  of  coronary 
artery  disease1'0.  Close  correlation  has  been  found 
between  selective  coronary  arteriography  ob- 
tained during  life  and  post  mortem  findings8. 
The  clinical  and  electrocardiographic  findings 
at  rest  and  following  exercise  have  been  match- 
ed with  the  coronary  arteriograms  but  no  con- 
sistent pattern  has  emerged  yet  from  these  cor- 
relations1'16. 

The  purpose  of  this  study  is  to  report  a group 
of  patients  with  precordial  pain  with  or  with- 
out abnormal  electrocardiograms  and  normal 
selective  coronary  arteriograms,  an  association 
of  findings  which  is  being  recognized  with  in- 
creasing frequency. 

MATERIALS  AND  METHODS 

This  study  is  based  on  30  cases,  all  with  nor- 
mal selective  coronary  arteriograms  of  the  major 
vessels.  All  had  history  of  precordial  pain.  The 
precordial  pain  was  concluded  by  several  obser- 
vers to  represent  angina  pectoris  in  15  cases. 

The  ages  ranged  from  19  to  63  with  a mean 
of  45.5  years.  Seven  patients  were  below  40 
years.  There  were  9 males  and  21  females. 

The  patients  were  referred  by  their  physicians 


for  diagnostic  studies  including  coronary  arterio- 
grams in  order  to  clarify  the  diagnosis  of  chest 
pain. 

Right  and  left  heart  catheterizations  were 
done  in  all  but  three  cases,  using  the  standard 
technique.  Pressures  in  all  cardiac  chambers, 
except  the  left  atrium,  were  measured  in  22 
cases  using  the  P-23  Db  Statham  strain  gage. 
Cardiac  output  was  determined  with  the  indi- 
cator dilution  technique.  Injection  of  the  indi- 
cator (Cardiogreen  - Indocianine  green)  was  in 
the  pulmonary  artery  with  sampling  from  the 
left  ventricle  or  aorta. 

Selective  coronary  arteriography  was  perform- 
ed according  to  the  Sones  technique1.  A #7M 
Positrol  (US  Catheter  Company)  was  inserted 
into  the  right  brachial  artery  after  the  vessel  had 
been  exposed  by  means  of  a cutdown  in  the 
right  antecubital  fossa.  Atrial  pacing  was  per- 
formed in  the  majority  of  cases  during  injection 
of  contrast  material  into  the  coronary  arteries 
according  to  our  previously  described  tech- 
nique17. Cinearteriograms  were  obtained  using 
10”-6”  Siemens  image  intensifier  with  a 35  mm. 
Arriflex  camera.  Exposure  was  made  at  a film 
speed  ( Kodak,  Shellburst  film ) of  48  frames  per 
second.  In  addition  to  the  cine  films,  14"  x 14” 
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still  plates  were  obtained  in  most  cases  using  a 
Shonander  unit  at  6 exposures  per  second.  The 
arteriograms  were  taken  in  multiple  projections 
and  an  average  of  10  injections  were  made  in 
each  individual  case  in  the  right  (approximate- 
ly 45  degrees  rotation)  and  left  (approximately 
75  degrees  rotation ) anterior  oblique  projections. 
In  14  patients,  the  arteriograms  were  obtained 
before  and  after  sublingual  administration  of 
1/100  gr.  of  nitroglycerin.  The  films  were  care- 
fully analyzed  in  terms  of  presence  or  absence 
of  arterial  obstruction  of  all  vessels  which  could 
be  adequately  seen  on  the  arteriograms.  On  the 
left  coronary  arteriogram,  the  following  branch- 
es could  be  adequately  studied:  main  trunk,  left 
anterior  descending  artery  and  its  perforating 
branches,  the  diagonal  branch  and  the  left  cir- 
cumflex artery.  On  the  right  coronary  arterio- 
gram the  following  branches  could  be  studied: 
the  main  trunk,  conus  artery,  the  sinus  node 
artery,  the  marginal  branches  and  the  posterior 
circumflex  artery.  All  these  vessels  were  free 
of  any  obstructive  disease. 

Resting  electrocardiograms  were  done  in  all 
patients  on  the  day  preceding  the  arteriograms. 
Exercise  electrocardiograms  were  obtained  in  17 
of  the  30  patients  using  the  double  Master  two- 
step  test.  The  resting  electrocardiogram  was  con- 
sidered to  show  ischemic  changes  when  sym- 
metrically inverted  T waves  associated  with 
straight  ST  segment  depressions  were  present  in 
the  limb  and/or  precordial  leads  in  the  absence 
of  digitalis  medication.  An  abnormal  response 
to  exercise  was  the  one  associated  with  a 1 mm. 
depression  of  the  ST  segments  for  a minimum 
of  0.08  second  in  duration,  lasting  for  a period 
of  two  to  four  minutes  after  exercise.  These 
changes  were  particularly  prominent  in  leads 
V4  tO  Ve  2'  l3’  18'21. 

Based  on  the  electrocardiographic  abnormali- 
ties the  patients  were  divided  into  three  groups: 
Group  1 — Ten  patients  with  normal  electro- 
cardiograms at  rest  and/or  after  exercise;  Group 
2 — Ten  patients  with  non-specific  electrocardio- 
graphic abnormalities;  Group  3 — Ten  patients 
with  abnormal  electrocardiograms  showing  is- 
chemic changes  at  rest  and/ or  following  exercise. 
Table  2).  None  of  these  patients  had  pathologic 
Q waves  or  other  findings  on  the  electrocardio- 
gram to  indicate  the  presence  of  a myocardial 
infarction. 

The  routine  history  in  each  case  included 


detailed  history  of  the  characteristics  and  pre- 
cipitating factors  of  chest  pain,  past  personal 
history  with  special  emphasis  on  rheumatic  fever, 
allergies,  hypertension,  and  diabetes  as  well  as 
family  history  concerning  these  diseases. 
RESULTS 

1.  Precardial  Pain 

All  30  patients  complained  of  precordial  pain. 
The  pain  was  considered  to  represent  angina 
pectoris  in  15  patients.  Eight  of  those  patients 
had  ischemic  electrocardiograms  at  rest  or  after 
exercise.  In  the  remaining  15  patients,  the  pain 
was  considered  atypical.  Two  of  these  patients 
had  ischemic  electrocardiograms  at  rest  or  after 
exercise.  Twelve  of  the  thirty  patients  stated 
that  they  had  relief  of  the  chest  pain  by  nitro- 
glycerin, six  of  them  were  in  Group  3.  One 
patient  had  been  taking  narcotics  in  addition 
to  nitroglycerin  because  of  severe  chest  pain 
and  had  become  a narcotic  addict.  All  patients 

E.H.  - 43  F. 


Figure  1 — E.  H.  Case  4 of  Group  3 — 43-year-old 
woman  with  normal  coronary  arteriograms. 

This  patient  had  typical  anginal  pain,  relieved  by 
nitroglycerin,  ischemic  changes  in  the  exercise  electro- 
cardiogram, history  of  rheumatoid  arthritis  and  history 
of  allergy  to  various  agents.  She  had  been  treated  with 
Coumadin  and  long-acting  coronary  vasodilators.  The 
resting  electrocardiogram  is  normal.  The  post-exercise 
tracing  shows  abnormal  ST  segments  particularly  well 
seen  in  leads  V4  and  V5. 
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L.S. 


52  F. 


Figure  2 — L.  S.  Case  9 of  Group  2 — 52-year-old  man  with  normal  coronary  arteriograms.  Electrocardiogram  shows 
straightening  of  the  ST  segments  and  biphasic  T waves.  The  patient  has  not  been  on  digitalis.  She  had  atypical  chest 
pain  which  was  relieved  by  nitroglycerin. 


M.D.  - 54  F.  - NORMAL  CORONARY  ANGIOGRAM 


Figure  3 — M.  D.,  54-year-old  woman  with  normal  coronary  arteriograms  and  typical  anginal  pain.  The  resting  elec- 
trocardiogram is  normal.  The  post-exercise  tracing  shows  inversion  of  the  T waves  and  straightening  of  the  ST  segments. 
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had  normal  coronary  arteriograms. 

2.  Associated  Diseases 

Seven  patients  had  a past  history  of  rheu- 
matic fever,  one  had  chorea  in  childhood  and 
two  others  had  present  evidence  of  rheumatoid 
arthritis.  None  of  them  had  evidence  of  valvular 
heart  disease. 

One  case  had  a recent  onset  of  diabetes  mel- 
litus.  Two  patients  had  elevated  post-prandial 
blood  sugars  with  no  personal  or  family  history 
of  diabetes.  Five  cases  had  documented  family 
history  of  diabetes.  Two  patients  had  past  or 
family  history  of  hypertension  (Tables  1 and 
2). 

3.  Electrocardiograms 

All  ten  patients  in  Group  1 had  normal  elec- 
trocardiograms at  rest  or  following  exercise. 

In  the  ten  patients  of  Group  2 a variety  of 
resting  electrocardiographic  abnormalities  were 
present  which,  however,  could  not  be  inter- 
preted as  representing  myocardial  ischemia:  two 
with  complete  left  bundle  branch  block,  two 
with  complete  right  bundle  branch  block,  one 
with  second  degree  AV  block,  one  with  third 
degree  AV  block  and  two  with  recurrent  atrial 
fibrillation.  Two  of  the  ten  patients  had  non- 
specific flattening  of  the  T waves  in  the  resting 
tracings. 

In  Group  3,  exercise  studies  on  those  with 


abnormal  tracings  revealed  further  depression 
of  the  ST  segments  with  greater  abnormalities 
of  the  T waves.  Two  patients  had  normal  elec- 
trocardiograms prior  to  catheterization  but  had 
definite  ischemic  changes  in  the  past  12  months. 

4.  Heart  Size 

The  heart  size  on  the  chest  X-ray  was  normal 
in  22  patients.  Eight  cases  had  cardiomegaly. 

Of  the  eight  patients  with  cardiomegaly,  one 
was  in  Group  1,  two  in  Group  2,  and  five  in 
Group  3. 

5.  Hemodynamic  Data  at  Rest 

Pressures  in  the  right  side  of  the  heart  were 
measured  in  25  cases  and  were  normal  in  all. 
Left  ventricular  pressures  were  measured  in  28 
patients  and  they  were  normal  in  22.  The  re- 

TABLE  1 


History  of  Associated  Diseases 


Group 

Rheumatic 

Allergic 

Diabetic 

Hypertensive 

Negative 

I 

Normal  ECG 
(10  patients) 

1 

5 

2 

- 

9 

II 

Non-specific 

ECG 

(10  patients) 

9 

3 

3 

1 

2 

III 

Ischemic  ECG 
(10  patients) 

5 

2 

1 

2 

TOTAL 

10 

10 

9 

2 

8 

Patient 

Age 

Sex 

TABLE  2.  CLINICAL  AND  LABORATORY  DATA 

History  of  Associated  Diseases  Chest  Pain 

Rheum. Dls.  Allergies  Diabetes  Hypertension  Typical  Atypical 

Cholest. 
Mg  % 

Blood  Sugar 
Mg% 

Group  1 

R.D. 

53 

M 

+ 

E.C. 

49 

F 

+ 

+ 

236 

145 

10 

F.B. 

26 

F 

+ 

+ 

174 

H.Wm 

29 

M 

+ 

180 

98 

patients 

H.W. 

38 

M 

+ 

250 

85 

I.N. 

41 

F 

+ 

+ 

+ 

340 

160 

Normal 

M.R. 

54 

M 

+ 

+ 

P.P. 

63 

F 

+ + 

+ 

ECG 

S.C. 

45 

F 

+ 

172 

90 

S,F. 

44 

F 

+ 

+ 

Group  2 

A . R. 

50 

F 

+ 

+ 

+ 

215 

90 

C.D. 

38 

M 

+ 

+ 

140 

90 

10 

D.H. 

19 

M 

+ 

+ 

+ 

G.W. 

51 

M 

+ 

+ 

120 

300 

patients 

H.E. 

52 

F 

+ + 

+ 

221 

72 

N.G. 

59 

F 

+ 

305 

Nonspecific  P.  F. 

52 

F 

+ 

90 

R.M. 

49 

F 

+ 

+ 

182 

92 

ECG 

S.L. 

52 

F 

+ 

+ 

197 

80 

W.M. 

57 

F 

+ 

+ 

239 

Group  3 

B.J. 

48 

M 

+ 

350 

D.O. 

59 

F 

+ 

10 

D.M. 

54 

F 

+ 

312 

92 

H.E. 

43 

F 

+ + 

+ + 

215 

90 

patients 

H.M. 

55 

F 

+ 

+ 

160 

96 

K.D. 

42 

F 

+ 

+ + 

+ 

150 

112 

Ischemic 

M.C. 

32 

F 

+ 

+ 

+ 

M.G. 

41 

F 

+ 

+ + 

175 

102 

ECG 

R.H. 

26 

M 

+ 

V.S. 

44 

M 

+ 

+ 

170 

96 

Key  to  abbreviations  - 

ECG  = electrocardiogram;  M 

= male;  F = female;  Rheum.  Dls.  = 

Rheumatic  Disorders; 

Cholest. 

- Cholesterol 
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maining  six  had  mild  to  moderate  elevation  of 
the  left  ventricular  end-diastolic  pressure  which 
ranged  from  11  to  20  mm.Hg  (average  16  mm. 
Hg).  One  belonged  to  Group  1,  three  to  Group 
2,  and  two  to  Group  3. 

Four  cases  with  eardiomegaly  exhibited  ele- 
vated left  ventricular  end-diastolic  pressure.  Two 
cases  with  normal  heart  size  had  mild  eleva- 
tion of  the  left  ventricular  end-diastolic  pres- 
sure (Table  3). 

6.  Cholesterol 

Serum  cholesterol  was  measured  in  21  pa- 
tients. It  was  250  mg.%  or  above  in  five  patients 
and  in  the  remaining  16  cases  it  was  within  nor- 
mal range.  Of  the  five  patients  with  elevated 
serum  cholesterol,  two  were  in  Group  1,  one  in 
Group  2,  and  two  in  Group  3. 

DISCUSSION 

All  patients  reported  in  this  study  had  pre- 
cordial pain  of  such  severity  and  consistency 
that  it  seriously  interfered  with  their  normal  life. 
Laboratory  studies  such  as  radiological  studies 
of  the  upper  gastro-intestinal  tract,  esophageal 
motility  studies,  cholecystogram,  chest  x-rays, 
x-rays  of  the  cervical  and  thoracic  spine,  etc., 
were  done  and  the  common  types  of  atypical 
chest  pain  were  excluded.  Many  of  these  pa- 
tients had  been  hospitalized  numerous  times 
elsewhere,  some  of  them  for  long  periods,  with 
the  diagnosis  of  “acute  myocardial  infarction”  or 
“coronary  insufficiency.” 

The  population  described  did  not  demonstrate 
the  hemodynamic  abnormalities  of  patients  with 
angina  pectoris  due  to  involvement  of  the  major 
branches  of  the  coronary  arteries22'25. 

Likoff  et  al.26’ 27  and  Eliot  and  Mizukani28 
have  reported  a group  of  young  women  with 
angina  pectoris,  ischemic  electrocardiographic 
changes  and  normal  coronary  arteriograms.  Lik- 
off et  al.26,  27  suggested  that  these  patients  might 
have  abnormalities  of  the  myocardial  microcir- 
culation or  the  myocardial  cells.  Eliot  and  Mizu- 
kani28 found  an  abnormal  hemoglobin  oxygen  dis- 
sociation in  their  cases  which  they  believe  could 
cause  myocardial  ischemia  in  the  absence  of 
stenosing  vascular  changes.  However,  no  ex- 
planation is  found  to  the  fact  that  both  groups 
included  women  only.  Of  interest  is  the  fact 
that  the  majority  of  our  cases  had  history  of 
diseases  which  have  been  incriminated  as  caus- 
ing pathological  changes  in  the  small  coronary 
arteries29"34  (Table  1). 

Pathological  reports  on  lesions  of  the  intra- 


muscular branches  of  the  coronary  arteries  in 
the  absence  of  significant  involvement  of  the 
larger  coronary  arteries  are  scarce20’ 35'37.  Non-spe- 
cific electrocardiographic  findings  were  common 
in  these  cases  but  angina  pectoris  was  rare. 
James31  has  suggested  that  disease  o£  the  small 
coronary  arteries  may  account  for  angina  pec- 
toris, but  cautions  not  to  attribute  loosely  many 
vague  chest  symptoms  to  such  supposed  path- 
ology. 

Of  the  patients  included  in  our  Group  1 it 
is  reasonable  to  assume  the  absence  of  disease 
of  either  small  or  major  branches  of  the  coronary 
arteries.  Most  likely  these  patients  had  chest  wall 
pain  and  the  electrocardiogram  and  the  coronary 
arteriograms  were  most  valuable  to  exclude  the 
diagnosis  of  coronary  insufficiency  (Table  2). 

Patients  included  in  Group  2 present  a dif- 
ferent and  difficult  problem.  In  this  group  the 
suspicion  of  organic  heart  disease  must  be  quite 
high.  Involvement  of  the  small  coronary  arter- 
ies is  a real  possibilitiy  and  difficult  to  exclude. 
The  presence  of  obscure  myocardiopathy38  can- 
not be  discarded  although  the  hemodynamic, 
clinical  and  laboratory  data  will  argue  against 
this  diagnosis.  The  prognosis  in  these  patients 
is  uncertain. 

With  patients  included  in  Group  3 involve- 
ment of  the  small  coronaiy  arteries  is  likely  to 
exist.  One  possibility  which  cannot  be  elim- 
inated relates  to  the  interpretation  of  the  is- 
chemic changes  in  the  electrocardiogram.  These 
conceivably  could  represent  a false  positive  find- 
ing3942. Selective  coronary  arteriography  was 
most  valuable  in  establishing  the  absence  of 
major  vessel  disease  in  these  patients. 

The  cases  reported  in  this  discussion  have  im- 
portant clinical  implications  to  the  physician  who 
will  have  to  decide  on  the  basis  of  arteriographic 
studies  whether  or  not  coronary  artery  disease 
is  present.  We  feel  that  coronary  arteriograms 
must  be  performed  in  these  situations  in  order 
to  rule  out  involvement  of  major  branches  of 
the  coronaiy  arteries.  It  is  asumed  but  not 
proven43  that  the  absence  of  major  vessel  dis- 
ease implies  a better  prognosis  for  life.  The  thera- 
peutic approach  to  the  problem  differs  con- 
siderably since  patients  with  major  vessel  disease 
due  to  atherosclerosis  are  potential  candidates 
for  surgery  and  those  without  major  vessel  dis- 
ease are  not  at  this  time.  It  appears  quite  clear 
that  this  problem  will  become  recognized  with 
increasing  frequency  with  more  widespread  use 
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TABLE  3 . 


HEMODYNAMIC  DATA 


Group 

Patient 

Age 

Sex 

C.I.  S.I.  RA  Mean 

1/mln/  Ml/beaV Pres  sure 
M2  M2  mm.Hg 

RV  S/D  PA  S/D/M 
Pressure  Pressure 
mm.Hg  Mean 

mm.  Hq 

PA  "Wedge" 
Pressure 
mm.  Hg 

Aortic  Press  LV  Press 
S/D  S/D 

mm.Hg  mm.Hg 

Heart  size  Heart  rate 
beats/ 
min. 

Group  1 

R.D. 

53 

M 





2 

21/2 

22/7/- 

5 

120/68 

120/5 

N 

66 

E.C. 

49 

F 

— 

— 

3 

28/3 

28/6/14 

9 

140/80 

140/9 

N 

72 

10 

F.B. 

26 

F 

3.9 

60 

3 

18/3 

18/7/12 

8 

125/70 

125/8 

N 

66 

H.Wm 

29 

M 

3.5 

44 

2. 

— 

— 

8 

110/80 

110/8 

N 

80 

patients 

H.  W. 

38 

M 

-- 

-- 

2 

27/2 

27/7/12 

7 

110/70 

110/7 

N 

66 

J.N. 

41 

F 

— 

-- 

3 

13/3 

13/2/8 

8 

100/70 

100/8 

N 

72 

Normal 

M.R. 

54 

M 

2.4 

22 

3 

25/3 

25/7/12 

4 

130/90 

130/4 

N 

108 

P.P. 

63 

F 

1.9 

26 

- 

25/6 

25/5/- 

- 

120/55 

120/20 

1+ 

78 

ECG 

S.C. 

45 

F 

-- 

— 

7 

30/7 

30/5/18 

10 

95/70 

95/10 

N 

72 

S.F, 

44 

F 

3.6 

45 

2 

28/2 

28/5/17 

- 

130/80 

130/5 

N 

80 

Group  2 

A.  R. 

50 

F 

4.5 

61 

. 

30/5 

30/12/17 

_ 

130/90 

130/20 

1+ 

75 

C.D. 

38 

M 

2.3 

28 

4 

22/4 

22/7/12 

- 

140/90 

140/10 

N 

81 

10 

D.H. 

19 

M 

— 

— 

6 

20/6 

20/6/9 

15 

125/85 

125/15 

N 

60 

G.W. 

51 

M 

— 

— 

- 

-- 

-- 

110/70 

— 

N 

78 

patients 

H.E. 

52 

F 

— 

— 

- 

— 

— 

- 

140/70 

— 

1+ 

80 

N.G. 

59 

F 

2.0 

34 

2 

18/2 

18/5/8 

5 

100/55 

100/5 

N 

60 

Nonspecific  P.  F. 

52 

F 

2.2 

38 

7 

— 

15 

— 

100/15 

N 

60 

R.M. 

49 

F 

3.2 

31 

8 

18/8 

18/7/13 

7 

120/90 

120/7 

N 

102 

ECG 

S.L. 

52 

F 

— 

-- 

3 

28/3 

28/10/14 

- 

130/80 

130/6 

N 

63 

W.M. 

57 

F 

2.5 

33 

3 

30/3 

30/10/18 

5 

140/80 

140/5 

N 

75 

Group  3 

. B.J. 

40 

M 

3.3 

55 

. 

.. 

30/15/18 

11 

.. 

140/11 

1 + 

60 

D.O. 

59 

F 

2.2 

42 

6 

32/6 

32/10/- 

10 

1 60/85 

160/10 

N 

66 

10 

D.M. 

54 

F 

5.7 

67 

5 

20/5 

20/8/- 

- 

100/60 

100/10 

N 

70 

H.E. 

43 

F 

— 

— 

- 

— 

— 

- 

140/80 

140/10 

N 

75 

patients 

t H.M. 

55 

F 

2.1 

37 

- 

30/5 

30/8/15 

15 

115/65 

115/15 

2+ 

63 

K.D. 

42 

F 

2.6 

27 

10 

35/10 

35/13/17 

5 

1 1 8/75 

118/5 

3+ 

96 

Ischemic  M.C. 

32 

F 

2.9 

36 

1 

18/1 

18/7/12 

3 

100/50 

100/3 

N 

66 

M.G. 

41 

F 

— 

— 

2 

20/2 

20/5/10 

- 

100/70 

100/7 

N 

75 

ECG 

,R.  H. 

26 

M 

3.2 

28 

2 

30/2 

30/10/15 

8 

90/60 

90/8 

2+ 

96 

V.  S. 

44 

M 

3.6 

46 

5 

25/5 

25/10/13 

- 

110/70 

110/9 

2+ 

78 

Key  to  abbreviations  - ECG  = electrocardiogram;  M = 

male;  F = female;  RV  = 

right  ventricle; 

S = systolic; 

D = diastolic;  M - mean 

PA 

= pulmonary  artery;  LV  = left  ventricle; 

C.I.  = cardiac  Index;  S.I. 

= stroke  Index;  N = normal 

of  coronary 

arteriography 

and 

is  one 

which 

inition  of  smaller  coronary  arteries. 

Metabolic 

cannot  be  resolved  with  coronary  arteriography 

studies  of  the 

coronarv  sinus  blood9' 16 

is  also  an 

alone  using  our  techniques.  Perhaps  the  develop- 

approach  which  can  conceivably  give 

some  an- 

ment  of  new 

image  intensification  systems  with 

swers  to  these  questions.  Other  approaches  which 

better 

resolution  might  provide 

a better  def- 

are 

being  currently  investigated  involve  meas- 

TABLE  4 

Associated  Diseases  in  Patients  with  Cardiomegaly 

No, 

Group 

Name 

Age 

RF 

RA 

Aller 

. Diab.  Hyp. 

Cardiomegaly 

LVEDP  - mm.Hg 

L 

1 

P.P 

• 

63F 

+ 

+ 

+ 

20 

2 

2 

A.R 

• 

50F 

+ 

+ 

+ 

20 

3 

2 

H.E 

• 

52F 

♦ 

+ 

+ 

-- 

4 

3 

B.J 

• 

48M 

+ 

11 

5 

3 

H.N 

• 

55M 

+ 

♦ + 

15 

6 

3 

K.D 

• 

42F 

+ 

+ 

♦ 

+ + + 

5 

7 

3 

R.H 

• 

26M 

■*•+ 

8 

8 

3 

V.S 

• 

44M 

+ 

9 

Abbreviations 

: RF 

= Rheumatic  fever 

RA 

= Rheumatoid 

arthritis 

Alter . 

= Allergy 

Diab . 

= Diabetes 

Hyp.  = 

Hypertension 

LVEDP 

= Left  ventricular 

end-diastolic  pressure 
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urement  of  coronary  blood  flow  or  myocardial 
transit  time  with  diffusible  indicators44  and  selec- 
tive coronary  artery  injection  of  non-diffusible 
indicator45.  Additional  studies  would  be  neces- 
sary to  determine  the  tnie  incidence  and  clinical 
significance  of  disease  of  the  small  vessels  of 
the  myocardium,  especially  in  those  cases  where 
the  larger  coronary  arteries  are  unaffected. 

SUMMARY 

Thirty  patients  with  a history  of  precordial 
pain,  with  or  without  an  abnormal  electrocardio- 
gram and  normal  selective  coronary  arteriograms 
are  reported.  The  precordial  pain  was  diagnosed 
as  angina  pectoris  in  50%  of  the  cases  and  many 
of  these  patients  had  ischemic  abnormalities  in 
the  electrocardiogram  at  rest  or  following  exer- 
cise test.  Conditions  such  as  rheumatoid  arthritis, 
rheumatic  fever,  allergy  to  drugs,  diabetes  were 
present  in  a significant  number  of  cases,  those 
being  reported  as  a possible  cause  of  small  vessel 
disease. 

Involvement  of  the  small  coronary  arteries  not 
due  to  atherosclerosis  may,  indeed,  exist  in  the 
presence  of  normal  major  branches  of  the  cor- 
onary arteries.  Emphasis  should  be  placed  on 
the  value  of  coronary  arteriography  as  a means 
of  excluding  involvement  of  the  major  branches 
of  the  coronary  arteries  in  which  situation  the 
prognosis  may  be  considerably  worse. 
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Cystic  fibrosis  is  unequivocally  an  organic  dis- 
order, the  result  of  a genetically  transmitted  in- 
born error  of  metabolism.  To  refer  to  its  psy- 
chodynamic implications,  therefore,  would  seem 
at  first  sight  to  be  a contradiction  in  terms;  yet 
psychological  considerations  play  an  important 
role  in  the  overall  management  of  the  condition. 
How  is  this  paradox  to  be  explained? 

As  long  as  its  precise  etiology  eludes  us,  thera- 
peutic success  in  cystic  fibrosis  rests  upon  metic- 
ulous pulmonary  hygiene#  rigorously  pursued 
over  periods  of  time  as  yet  indeterminate,  and 
seemingly  endless.  The  price  of  flagging  vigil- 
ance may  be  irreversible  lung  damage.  To  mount 
a regime  of  this  order  at  home,  without  guaran- 
tee of  success,  calls  for  single-mindedness  of  pur- 
pose, and  strength  of  conviction  difficult  to  sus- 
tain in  face  of  nagging  doubts  or  nameless  fears, 
or  gnawing  guilt.  These  are  the  factors  which 
undermine  family  morale;  psychiatric  counselling 
seeks  to  restore  that  morale,  and  to  this  extent 
mental  hygiene  becomes  complementary  to  pul- 
monary hygiene.  Both  have  a place  in  the  com- 
prehensive management  of  this  disorder. 

The  key  indication  is  a positive  attitude  to 
therapy  and  we  must,  therefore,  be  on  guard 
against  anything  likely  to  endanger  this  ap- 
proach. We  know,  for  example,  that  both  in 
adults  and  children,  fear  of  the  unknown  rep- 
resents an  important  source  of  anxiety,  so  that 
in  the  absence  of  reliable  information,  patients 
and  parents  alike  will  tend  to  fill  the  vacuum 
with  their  private  horrific  phantasies.  There  is 
a need,  therefore,  to  give  parents  the  most  de- 


tailed facts  about  the  etiology,  course  and  prog- 
nosis of  the  condition. 

Of  equal  importance  to  what  they  are  told, 
however,  is  the  question  of  how  they  are  told, 
and  by  whom.  The  pronouncement  to  parents 
of  a diagnosis  of  cystic  fibrosis  in  their  child 
can  have  an  initially  shattering  effect,  difficult 
to  appreciate  unless  one  is  sympathetically  at- 
tuned to  emotional  overtones.1  These  people  need 
time  to  register  the  awesome  implications  of  the 
diagnosis;  they  must  have  ample  opportunity 
to  ask  questions  as  often  as  necessary  to  help 
clarify  their  understanding;  of  particular  impor- 
tance is  the  need  to  reassure  them  repeatedly 
that  the  genetic  transmission  of  the  disorder  has 
been  entirely  beyond  their  control  and,  there- 
fore, quite  unwitting;  otherwise  profound  guilt 
feelings  will  inevitably  ensue. 

Parents  of  children  who  are  seriously  ill  tend 
quite  unconsciously  to  sieze  upon  fragmentary 
statements  by  the  doctor,  often  out  of  context, 
and  to  exaggerate  or  to  distort  them  to  match 
their  own  reassuring  misconceptions,  or  to  per- 
mit a mcYre  palatable  interpretation  of  otherwise 
unacceptable  facts.  It  is  only  human  to  suppress 
unpleasant  or  guilt-evoking  information;  to  hear 
only  what  one  wants  to  hear.  We  have  to  be 
tolerant,  therefore,  if  parents  seem  to  forget  our 
careful  explanations  at  their  first,  second,  or 
even  subsequent  consultations;  it  takes  time  for 
disturbing  facts  to  sink  in. 

Indeed,  if  they  are  to  come  to  terms  realistic- 
ally with  the  facts  of  cystic  fibrosis,  they  need 
the  prolonged  and  unwavering  support  of  one 
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understanding  physician,  who  should  be  on  hand 
to  ride  out  recurring  emotional  storms  with  them, 
and  see  them  through  the  complicated  energy 
draining  programme  of  treatment.  If  parents  are 
handed  on  from  one  doctor  to  another  in  the 
course  of  hospital  investigations  and  treatment, 
they  may  be  subjected  to  conflicting  reports  and 
opinions,  with  demoralizing  repercussions. 

In  the  whole  of  paediatrics,  there  is  no  chronic 
illness  which  merits  long-term  parental  support 
more  than  cystic  fibrosis.  This  support  takes 
many  forms.  It  is  the  doctor’s  task,  for  example, 
to  guard  equally  against  false  optimism  and  un- 
warranted pessimism.  Some  parents,  not  unnat- 
urally, clutch  at  therapeutic  straws,  especially 
during  quiescent  or  better  phases  of  the  disorder, 
while  at  the  other  extreme,  they  may  feel  bur- 
dened by  an  oppressive  sense  of  helplessness  to 
intervene  effectively  in  their  child’s  treatment, 
and  thus  feel  covertly  resentful  about  apparent 
medical  impotence  in  terms  of  cure. 

Alternatively,  a mother  may  express  irrational 
irritation  against  her  husband,  because  he  has 
apparently  opted  out  of  his  share  of  responsi- 
bility for  management,  and  we  might  try  to 
trace  this  feeling  back  to  its  source  as  a displace- 
ment of  her  own  guilt-laden  anxiety.  Indeed,  any 
defect  in  parental  relationship,  any  grievance, 
real  or  imagined  by  one  or  other  partner,  may 
come  to  light  and  be  accentuated  under  the  addi- 
tional burden  imposed  by  cystic  fibrosis.2  By 
hearing  out  these  problems,  by  encouraging  ven- 
tilation of  parental  misgivings  and  by  generally 
trying  to  restore  a more  balanced  sense  of  per- 
spective we  can  render  very  tangible  assistance. 

This  therapeutic  approach,  though  conducted 
primarily  through  the  parents,  includes  the  fam- 
ily as  a whole,  not  least  the  patient.  Children, 
even  of  tender  age,  are  quick  to  sense  parental 
tension,  however  skillfully  we  try  to  mask  it,  so 
that  secrecy  or  subterfuge,  in  the  vain  attempt 
to  hide  the  truth,  can  only  make  matters  worse. 
By  taking  the  whole  family  into  our  confidence 
from  the  start,  in  a partnership  of  candour,  we 
fortify  against  fear  of  the  unknown,  because 
anxieties  shared  are  anxieties  halved. 

Of  course,  young  children,  whether  they  be 
^patierffs  or  siblings,  cannot  understand  clinical 
details,  nor  can  they  fully  appreciate  the  gravity 
of  the  disorder.  Because  of  this,  too  involved 
an  explanation  at  an  early  age  may  do  more 
harm  than  good,  by  conjuring  up  frightening 


fancies  in  the  child’s  imagination.  What  is  im- 
portant, however,  is  the  avoidance  of  mystery 
and  deception.  Even  the  youngest  in  the  family 
can  be  made  to  understand  that  this  illness  war- 
rants very  special  care  over  a very  long  period 
of  time.  It  will  therefore  tax  the  stamina  of 
everybody  concerned,  patients,  parents  and  sib- 
lings alike.  Such  a challenge  is  best  met  by 
drawing  all  the  more  closely  together  in  the 
common  task  of  keeping  up  morale. 

If  we  want  to  forge  this  united  front,  we  must 
guard  against  the  natural  tendency  to  overin- 
dulge the  patient,  from  misguided  motives  of 
sentiment  or  compensation  for  his  illness,  or  be- 
cause we  fear  curtailment  of  his  life  span.  Not 
only  will  this  breed  discrimination  and,  therefore, 
jealousy  from  healthy  siblings,  but  the  patient 
himself  becomes  dependent  and  illness-centered, 
instead  of  self-reliant  and  positive  in  attitude. 
Worse  still  perhaps,  he  may  correctly  interpret 
pandering  by  parents  as  of  ominous  import,  and 
draw  his  own  gloomy  conclusions.3  In  so  doing, 
he  becomes  increasingly  dispirited  and  discon- 
solate, thus  endangering  his  will  to  persevere 
with  the  vital  programme  of  therapy. 

At  whatever  age  the  disease  is  first  diag- 
nosed,4 whether  in  early  or  later  childhood,  an- 
xious preoccupation  in  the  parents  will  be  re- 
flected in  this  sense ^f  foreboding  in  the  patient, 
worse  if  he  is  non-comprehending.  To  the  degree 
to  which  his  emotional  security  is  undermined, 
the  child’s  general  resistance  can  be  proportion- 
ately lowered;  and  an  insecure,  doubt-ridden 
child,  or  adolescent,  is  not  in  an  optimum  state 
of  health  to  combat  cystic  fibrosis. 

However,  aside  from  the  secondary  impact 
of  parental  management  and  attitudes,  the  dis- 
ease itself  poses  certain  primary  psychological 
problems  the  nature  of  which  varies  with  the 
age  and  stage  of  emotional  development  of  the 
child  affected.  In  the  young  pre-school  child,  for 
example,  its  serious  implications  are  unlikely  to 
reg'ster  directly.  For  this  age  group,  separation 
anxiety  is  potentially  the  greater  hazard,  where 
there  is  the  need  for  repeated  admissions  to  hos- 
pital to  ensure  comprehensive  physical  treat- 
ment. Nevertheless,  these  therapeutic  measures 
will  fail  to  exert  their  maximum  effect  unless 
equally  vigorous  steps  are  taken  to  avert  separa- 
tion trauma.  The  closest  possible  contact  with 
the  home,  and  especially  with  mother,  should 
be  aimed  at  during  hospitalization  so  that  the 
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child’s  security  is  threatened  as  little  as  possible. 
It  follows  that  the  closer  the  liaison  between 
hospital  and  parents,  the  greater  will  be  parental 
confidence  in  the  doctors  and  nurses,  and  the 
more  convincingly  will  parents  in  turn  be  able 
to  reassure  the  patient.  He  may  be  too  young 
to  appreciate  what  is  going  on,  but  almost  never 
too  young  to  sense  parental  feelings,  whether 
inspired  with  confidence,  or  fraught  with  mis- 
givings, and  to  react  accordingly. 

At  the  opposite  extreme  of  age  range,  an  in- 
creasing number  of  cystic  fibrosis  patients  are 
now  attaining  adolescent  status,  partly  through 
the  benefits  of  earlier  diagnosis,  and  partly 
through  advances  in  vigorous  therapy.  These 
youngsters  can  appreciate  only  too  well  the  prog- 
nostic import  of  their  condition,  and  harrowing 
accounts  on  radio  and  television  serve  only  to 
confirm  their  worst  misgivings.  For  them,  there- 
fore, the  overriding  fear  may  well  be  of  suffer- 
ing and  death,  often  intensified  by  the  conspir- 
acy of  silence  unthinkingly  generated  around 
them.  Unfortunately,  cystic  fibrosis  is  no  insur- 
ance against  the  growing  pains  of  adolescence. 
On  the  contrary,  the  condition,  with  its  atten- 
dant limitations  and  irksome  restrictions,  may 
actually  inflame  the  resentments  and  uncertain- 
ties natural  to  this  age  group. 

Teenage  selfconsciousness,  for  example,  may 
well  be  emphasized  in  the  youngster  with  cystic 
fibrosis  through  his  sense  of  being  different,  of 
feeling  somehow  inferior  or  imperfect  in  body 
function,  the  odd  man  out.  He  appreciates  with 
his  reason  the  vital  need  for  constant  pulmonary 
vigil,  yet  illogically  he  resents  this  denial  of 
freedom,  through  the  imposition  of  a rigid  nurs- 
ing discipline.  He  appreciates  with  his  reason  the 
well-intentioned  efforts  of  his  parents  and  doc- 
tors, but  irrationally,  he  feels  resentful  and  an- 
noyed that  this  fate  should  have  overtaken  him 
of  all  people,  that  his  parents  should  have  allow- 
ed it  to  happen  to  him,  and  that  both  they  and 
the  hospital  seem  powerless  to  stem  its  pernicious 
progress.  He  feels  in  short  an  escalating  sense  of 
protest  against  the  unfairness  of  it  all,  cutting 
him  off  from  normal  childhood  and  adolescence.’ 

Like  all  teenagers,  he  aspires  to  independence, 
yet  his  treatment,  if  it  is  to  be  successful,  calls 
for  close  and  continuing  dependence  upon  mo- 
ther or  father,  or  some  authoritative  adult  figure. 
How  is  he  to  reconcile  these  two  opposing  dic- 
tates? Not  surprisingly  perhaps,  he  fails  at  times 


to  keep  his  ambivalence  in  check,  and  should 
his  control  break  down,  certain  reaction  patterns 
may  emerge. 

Of  these,  the  commonest,  and  the  one  we  can 
most  readily  understand,  is  reactive  depression; 
alternatively,  he  may  react  with  neurotic  hypo- 
chondriasis, becoming  more  and  more  obsessed 
and  constricted  by  the  minutiae  of  treatment. 
Or,  in  his  impotent  anger,  with  himself  as  much 
as  with  society,  he  may  deliberately  sabotage 
his  therapeutic  regime,  by  refusal  to  co-operate 
in,  or  by  willful  neglect  of  essential  procedures  of 
hygiene.  This,  though  a typically  perverse  ges- 
ture, is  perhaps  the  most  difficult  for  parents  to 
condone.  How  are  we  to  handle  these  problems 
most  effectively;  what  principles  should  guide 
us  in  our  management? 

Whatever  the  approach,  by  parents  and  doc- 
tors alike,  it  should  be  based  upon  a sympathetic 
understanding  of  the  complex  nature  of  the 
adolescent,  with  his  conflicting  emotions,  his 
contradictory  ideas,  and  his  confusing  mixture 
of  maturity  and  immaturity.  If  we  will  try  to 
appreciate  subjectively  just  how  difficult  all  this 
must  be  to  contend  with  as  a victim  of  cystic 
fibrosis,  we  will  readily  understand  the  need 
for  infinite  patience  and  monumental  tolerance 
in  helping  these  youngsters  to  come  to  terms 
with  their  disability.  What  is  called  for  in  the 
physician,  in  his  counselling  of  parents,  is  repli- 
cated exactly  in  parental  guidance  of  the  patient; 
the  same  support  when  he  is  dispirited,  the  same 
forbearance  when  he  is  angry  and  says  hurtful 
things,  the  same  encouragement  to  persevere, 
the  same  exhortations,  the  same  infusion  of  will 
to  win  through.  How  much  of  a drain  on  paren- 
tal energy  and  faith  all  this  represents  over  the 
years,  can  only  be  appreciated  by  parents  them- 
selves. But  whatever  the  emotional  cost,  we  must 
not  fail  these  youngsters. 

As  with  the  doctor/parent  interaction,  so  with 
the  parent/child  relationship,  in  this  as  in  any 
disease,  it  will  prove  successful  as  a therapeutic 
force,  only  to  the  extent  that  it  is  founded  upon 
absolute  trust  and  mutual  confidence.  The  key 
to  this  achievement  is  togetherness,  the  knowl- 
edge by  these  children  that  whatever  lies  ahead, 
it  will  be  faced  conjointly  with  the  aggregate 
courage  which  stems  from  unequivocal  frank- 
ness on  both  sides. 

Paradoxically,  it  is  during  the  more  advanced 
phases  of  the  illness,  more  than  at  any  other 
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time,  that  such  frankness  is  called  for.  It  may 
be  argued,  that  if  we  can  guarantee  complete 
collaboration  between  hospital,  parents,  family 
and  friends,  we  might  just  manage  to  succeed 
with  an  elaborate  subterfuge  in  the  case  of  chil- 
dren too  young  to  grasp  the  implications  in- 
volved. But  as  our  diagnostic  and  therapeutic 
techniques  improve,  more  and  more  of  these 
youngsters  are  surviving  into  adolescence,  and, 
we  hope,  beyond;  and  above  the  age  of  perhaps 
eight  or  nine,  we  can  no  longer  hope  to  main- 
tain the  pretence  successfully.6 

If  we  will  be  absolutely  honest  with  ourselves, 
I think  we  must  accept  that  a stage  could  be 
reached  at  which  we  will  feel  that  our  child 
may  be  slipping  beyond  our  help  and  unless  we 
are  extremely  watchful  at  that  time,  subtle 
changes  may  begin  to  creep  unwittingly  into  our 
relationship.  There  may  be  embarrassed  silences 
or  furtive  evasions  and  whispered  asides,  which 
the  older  child  will  not  fail  to  register. 

In  the  majority  of  cases  he  will  have  drawn 
his  own  conclusions  long  before  we  credit  him 
with  doing  so,  and  because  he  asks  no  ques- 
tions, we  must  not  assume  a continuing  state  of 
blissful  ignorance.7  More  often  than  not,  it  is  we 
who  practise  self-deception;  the  patient  can  usu- 
ally penetrate  our  facade.8  How  then  are  we  to 
break  through  this  awkward  barrier;  what  for- 
mula can  we  adopt  which  will  ease  our  mutual 
discomforture?  What  in  fact  are  we  to  tell  him 
in  reply  to  his  question,  spoken  or  unspoken, 
“Am  I maybe  going  to  die?”  Before  we  sav  any- 
thing at  all,  and  preferably  before  these  children 
have  come  to  formulate  the  possibility  even  to 
themselves,  it  is  for  us  as  the  adults  involved 
to  soberly  re-examine  our  beliefs,  so  that  we 
come  to  terms  with  the  philosophy  of  life  as  a 
slow  process  of  dying;  we  all  have  to  die  some 
time,  or  as  the  poet  has  it,  life  itself  is  an  incur- 
able disease.  It  is  this  reality  which  we  our- 
selves must  learn  to  accept,  whether  as  doctors 
burdened  by  our  sense  of  failure  at  the  thera- 
peutic outcome,  or  as  parents  overwhelmed  by 
the  knowledge  of  impending  loss.  The  physical 
handicap  is  difficult  enough  for  these  children 
to  bear;  if  we  want  to  spare  them  mental  suf- 
fering we  must  be  able  to  offer  a meaningful 
answer  to  their  fears  and  doubts  in  terms  con- 
vincing to  ourselves;  then,  and  only  then,  can  we 
be  of  real  comfort  to  them.9' 10’ 11 

If  we  shrink  from  facing  this  issue  squarely. 


we  may  condemn  our  more  advanced  cases  to  a 
comfortless  state  of  utter  loneliness,  cut  off  from 
emotional  communication,  consumed  with  fear 
of  the  unknown,  the  victim  of  agonizing  doubts. 
We  must  not  be  misled  by  the  courage  so  many 
of  these  children  show,  which  gives  them  strength 
to  keep  their  counsel,  so  that  we  may  be  spared 
our  selfconscious  embarrassment.  This  surely 
must  not  be. 


We  can  help  these  youngsters  to  face  whatever 
lies  ahead  with  dignity  and  with  composure,  if 
only  we  will  share  the  experience  with  them, 
allowing  them  to  ventilate  their  anxieties,  en- 
couraging them  to  express  their  secret  fears  and 
doubts,  so  that  we  may  allay  misgiving  wher- 
ever we  can,  while  acknowledging  honestly  what 
we  are  unable  to  circumvent.  There  is  nothing  to 
fear  half  so  much  as  uncertainty  itself;  there  is 
no  more  difficult  barrier  to  surmount  than  the 
embarrassed  silence  of  those  closest  to  us. 

On  the  other  hand,  as  we  know,  not  all  cases 
are  equally  affected;  in  many,  the  involvement 
is  much  less  severe,  and  for  them,  the  outlook 
is  correspondingly  optimistic  and  encouraging. 
It  is  important  that  we  stress  this  aspect  of  the 
pathological  spectrum,  to  compensate  against 
emphasis  on  the  more  serious  implications.  But, 
however  severe  the  involvement,  this  much  is 
not  in  doubt;  as  our  research  advances,  we  will 
progressively  extend  the  life  span  of  all  affected 
children,  and  therefore  it  is  imperative,  in  every 
single  case,  to  create  and  sustain  a positive  atti- 
tude towards  continuing  therapy  in  the  interim. 
The  longer  we  can  keep  the  handicap  at  bay, 
the  greater  the  prospect  of  a radical  breakthrough 
in  aetiological  research.  In  the  meantime,  we  can 
offer  them  this  appropriate  motto;  “Dum  spiro 
spero”  — “While  I live,  I hope.” 
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COMMUNICATIONS 


For  as  long  as  I have  been  a member  of  this 
Association  I have  heard  comments  that  “we 
members  don’t  know  what  the  Association  is 
doing,”  “what  are  our  dues  being  spent  for,” 
“organized  medicine  doesn’t  speak  for  me,”  and 
on  and  on  and  on.  As  a new  member  of  ArMA 
I was  as  guilty  of  this  as  others  are  now.  How- 
ever, I did  attend  county  society  meetings  and 
have  been  in  regular  attendance  at  State  Asso- 
ciation meetings  for  the  past  fifteen  years. 

Serving  as  an  officer  of  ArMA  for  the  past  nine 
years,  I have  been  more  acutely  aware  of  the 
above  criticisms  than  most.  When  ArMA  began 
direct  publishing  responsibilities  for  this  maga- 
zine ( Arizona  Medicine ) ten  years  ago,  an  at- 
tempt was  made  to  inform  all  our  membership  of 
Association  activities  through  publication  of  the 
minutes  of  all  ArMA  Committees.  As  these  have 
been  published  in  toto  they  have  been  somewhat 
burdensome  to  read  — hence  ignored  by  most  of 
the  readership.  In  the  future,  summaries  of  the 
minutes  will  be  published  in  an  effort  to  better 
communicate  with  our  membership. 

Two  years  ago  MEDICAL  MEMOS  was  born 
as  a more  rapid  way  to  distribute  short,  pertinent 
items.  While  MEDICAL  MEMOS  is  irregular  in 
frequency  of  publication  we  feel  that  this  is  a 


well-read  publication.  It  will  continue  to  exist  to 
better,  and  faster,  communicate  with  you. 

As  medical  legislation  so  vitally  affects  all  of 
us,  a new  publication  concerning  legislative  mat- 
ters only  is  envisioned  for  the  future.  In  this 
fashion  your  Association  will  attempt  to  keep  you 
informed  on  current  events  in  the  Legislature 
and  will  be  better  able  to  call  on  individual  doc- 
tors to  appear  before  Legislative  Committees  to 
speak  for  organized  medicine.  Just  another  way 
we  hope  to  improve  communications. 

The  ultimate  solution  is  live  TV,  but  that  is 
truly  in  the  dim  future. 

In  the  past  year  I have  attempted,  through  this 
page,  to  communicate.  I hope  I have  accom- 
plished my  original  purpose.  This  is  the  last 
“President’s  Page”  I’ll  have  the  honor  to  write. 
In  closing,  may  I thank  the  entire  membership 
for  its  continued  support.  Not  all  projects  nor 
recommendations  have  gone  smoothly  to  their 
conclusion,  but  I feel  ArMA  is  a stronger  organi- 
zation today  than  it  was  last  year  and  will  con- 
tinue to  grow  and  broaden  its  service. 

I know  all  of  you  will  give  Dick  Flynn  the 
same  strong,  solid  support  you  gave  me. 

Again,  thank  you  one  and  all  for  giving  me  the 
privilege  of  serving  as  your  President.  That’s  30. 
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OBSTETRICS  AND  GYNECOLOGY 

In  our  effort  to  identify  appropriate  persons 
to  develop  the  clinical  departments  of  the  new 
College  of  Medicine  we  have  found  that  the 
current  situation  with  regard  to  Obstetrics  and 
Gynecology  is  among  the  most  interesting.  There 
are  many  reasons  for  this.  For  example,  some 
sentiment  has  been  expressed  recently  for  split- 
ting obstetrics  and  gynecology  into  two  disci- 
plines (it  hasn’t  been  so  very  long  since  they 
were  amalgamated  in  some  medical  schools)  on 
the  grounds  that  obstetrics  is  not  really  a surgical 
specialty  but  is  a combination  of  physiology  and 
endocrinology  while  gynecology  is  essentially 
surgical.  It  doesn’t  seem  likely  that  a step  of  this 
type  is  really  in  the  offing  but  it  certainly  is 
incumbent  upon  us  to  consider  all  of  the  aspects 
of  this  question  when  starting  an  entirely  new 
medical  school. 

Of  somewhat  greater  importance  to  us  at  this 
time  is  the  situation  relative  to  birth  control, 
abortion,  the  changing  world  population  and  the 
population  explosion,  family  planning,  and  so 
forth.  While  there  is  nothing  automatic  about 
the  assignment  of  these  topics  to  the  general 
field  of  obstetrics  and  gynecology,  neither  can 
it  be  said  that  they  are  receiving  adequate  atten- 
tion in  other  disciplines.  Further,  all  of  these 
topics  have  at  least  one  thing  in  common;  name- 
ly, pregnancy.  In  view  of  this,  we  felt  that  we 
should  aspire  to  the  development  of  a depart- 
ment of  Obstetrics  and  Gynecology  within  which 
interest  might  be  stimulated  in  the  general  fields 
of  population  control  and  family  planning.  In  our 
school,  this  will  likely  be  achieved  through  inter- 
action between  our  Department  of  Obstetrics 
and  Gynecology,  and  the  Departments  of  Com- 
munity Medicine  and  Social  Perspectives  in 
Medicine. 

We  especially  hoped  that  we  might  find  some- 
one to  give  leadership  to  our  Department  of 
Obstetrics  and  Gynecology  whose  personal  inter- 
est and  emphasis  would  be  in  the  general  field 
of  endocrinology  because  so  very  much  of  the 
underpinnings  of  the  field  of  Obstetrics  and 
Gynecology  are  grounded  in  endocrinology.  In 
our  search,  we  kept  these  objectives  uppermost 
in  our  mind  and  this  is  almost  certainly  the 
reason  why  we  derive  so  very  much  satisfaction 
in  announcing  our  choice  among  several  candi- 


dates for  the  position  as  Head  of  the  Department 
of  Obstetrics  and  Gynecology. 

Dr.  C.  Donald  Christian  was  bom  in  Parker, 
Kansas  in  1930.  His  early  education  was  in  Kan- 
sas and  he  received  his  Bachelor’s  Degree  from 
the  University  of  Kansas  in  1952.  Subsequently, 
he  received  a Ph.D.  degree  in  anatomy  at  Duke 
University  and,  in  1955,  received  an  M.D.  degree 
from  the  same  institution.  Dr.  Christian  has 
served  as  a teaching  and  research  assistant  in 
the  Department  of  Anatomy  at  the  Duke  Uni- 
versity Medical  Center;  did  an  internship  with 
the  Department  of  Medicine  at  Duke  and  then 
proceeded  to  the  Columbia-Presbyterian  Medical 
Center  in  New  York  where  he  went  through  the 
entire  residency  training  program  in  obstetrics 
and  gynecology. 

After  completing  his  residency,  Dr.  Christian 
went  to  the  University  of  Florida  Medical  Cen- 
ter in  Gainesville  where  he  served  as  Assistant 
Professor  of  Obstetrics  and  Gynecology  as  well 
as  Program  Director  of  Experimental  Medicine. 
In  1964  Dr.  Christian  returned  to  Duke  Univer- 
sity where  he  assumed  responsibilities  as  an 
Assistant  Professor  of  Anatomy  and  Associate 
Professor  of  Obstetrics  and  Gynecology.  He  also 
assumed  Directorship  of  the  Division  of  Gyne- 
cology, Endocrinology  and  of  the  Training  Pro- 
gram in  Reproductive  Endocrinology  at  that 
institution.  While  there,  he  served  on  the  cur- 
riculum committee,  the  Training  Program  Com- 
mittee in  Human  Development  and  Aging  and 
the  Faculty  Medical  Scientists  Program.  He  is  a 
member  of  Alpha  Omega  Alpha,  the  American 
Association  of  Anatomists,  the  Association  of 
Professors  of  Obstetrics  and  Gynecology,  a Fel- 
low in  the  American  College  of  Obstetricians 
and  Gynecologists  and  a member  of  the  Society 
for  Gynecologic  Investigation.  Dr.  Christian  is  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology.  He  is  the  author  of  many 
papers  in  the  field  of  anatomy  and  gynecology 
and  endocrinology. 

Dr.  Christian  was  married  in  1956  and  he  and 
his  wife  Sarah  have  three  children  all  of  whom 
are  looking  forward  to  their  move  to  Arizona 
a little  later  this  spring. 
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BOARD  OF  MEDICAL  EXAMINERS  - 
The  following  doctors  of  medicine  were  issued 

licenses  to  practice  medicine  in  the  State  of 

Arizona,  on  January  11,  1969. 

5148  ABRAMS,  Herbert  K.  (GPM),  Coll,  of 
Med.,  FT  of  A,  Tucson,  Ariz. 

5085  ADRIAN,  Chanour  (GS),  Medical  Arts 
Bldg.,  Chardon,  Ohio. 

5086  ALEGRE,  Jose  A.  (IM),  V.A.  Center, 
Prescott,  Ariz. 

5149  ALSEVER,  John  B.  (ADM),  6401  E. 
Thomas  Rd.,  Scottsdale,  Ariz. 

5087  ATTICO,  N.  Burton  (GP),  1550  E.  Indian 
School  Rd.,  Phoenix,  Ariz. 

5088  BALGUMA,  Freddie  B.  (PDC),  UCLA, 
Dept.  Pediatrics,  Los  Angeles,  Cal. 

5089  BAZLEY,  William  S.  (OBG),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Ariz. 

5150  BERBERICH,  Walter  (IC-CD),  Mellon 
Bank  Bldg.,  Latrobe,  Pa. 

5090  BLACKWELDER,  Theodore  F.  (OBG), 
825  New  Hampshire  Ave.,  N.W.,  Wash- 
ington, D.C. 

5151  BRADY,  Leo  (OBG),  5020  N.  78th  St., 
Scottsdale,  Ariz. 

5091  BRISCOE,  Charles  W.  (GP),  USPHS  Hos- 
pital, Sacaton,  Ariz. 

5092  BROTHERS,  William  S.  (D),  U.S.  Naval 
Hospital,  San  Diego,  Cal. 

5093  BRUNER,  John  A.  (IM),  926  E.  McDowell 
Rd.,  Phoenix,  Ariz. 

5152  BURROWS,  Benjamin  (PUD),  Coll,  of 
Med.,  U of  A,  Tucson,  Ariz. 

5153  CANNON,  Jack  A.  (GS),  UCLA,  Dept. 
Surgery,  Los  Angeles,  Cal. 

5094  CARTER,  II,  Robert  P.  (GP),  5301  E. 
Grant  Road,  Tucson,  Ariz. 

5095  CASAO,  Robert  L.  (PATH),  501  W.  10th 
Place,  Mesa,  Ariz. 

5154  CLARK,  Donald  E.  (ANES),  1601  N. 
Tucson  Blvd.,  Tucson,  Ariz. 

5096  COOPER,  Edward  J.  (IM),  Navajo  Army 
Depot,  Flagstaff,  Ariz. 

5155  CUTRERA,  Hugo  T.  (GP),  2360  N.  Clark 
St.,  Chicago,  111. 

5097  DAVID,  Theodore  A.  (GS)  1030  lone 
Drive,  Fort  Myers,  Fla. 


5156  DEAL,  Harold  R.  (GP),  4822  North  40th 
St.,  Phoenix,  Ariz. 

5157  DEAN,  Roscoe  E.  (GP),  2610  W.  Bethany 
Home  Rd.,  Phoenix,  Ariz. 

5098  DIMITROPOULOS,  George  C.  (OBG), 
1937  E.  Marshall,  Phoenix,  Ariz. 

5099  DONAHUE,  Lawrence  P.  (IM),  V.A.  Hos- 
pital, Hines,  111. 

5100  DRICKMAN,  Arthur  (PATH),  621  Tenth 
St.,  Niagara  Falls,  N.Y. 

5101  EICHER,  David  T.  (N),  V.A.  Hospital, 
Tucson,  Ariz. 

5102  ERHART,  JR.,  Herbert  G.  (GP),  Hunt- 
ingburg  Clinic,  Huntingburg,  Ind. 

5103  ESTRADA,  Augustin  I.  (GS),  V.A.  Center, 
Prescott,  Ariz. 

5158  FUCHS,  Morton  (IM),  803  Preston  Rd., 
Philadelphia,  Pa. 

5159  GRIMM,  A.  Elizabeth  (IM),  601  N.  Wil- 
mot  Rd.,  Tucson,  Ariz. 

5160  GROSCHUPF,  Richard  P.  (GP),  Bemidji 
Clinic,  Bemidji,  Minn. 

5104  GROVES,  Thomas  J.  (ANES),  Maricopa 
Co.  Gen.  Hosp.,  Phoenix,  Ariz. 

5161  GUTZMER,  Charles  A.  (GP),  10  East 
Central  Ave.,  Villa  Park,  111. 

5162  HAASE,  Karl  (PM),  Wadsworth  V.A.  Cen- 
ter, Los  Angeles,  Cal. 

5163  HALE,  JR.,  Harry  W.  (GS),  Maricopa  Co. 
Gen.  Hosp.,  Phoenix,  Ariz. 

5105  HALVERSEN,  Thomas  A.  (CHP),  50  N. 
Medical  Dr.,  Salt  Lake  City,  Utah. 

5106  HOLM  QUEST,  Donald  L.  (GP),  NASA 
Spacecraft  Ctr.,  Houston,  Tex. 

5107  JACOBS,  William  R.  (GP),  224  Roseberry 
St.,  Phillipsburg,  N.J. 

5164  JOHNSON,  Norman  F.  (GP),  245  W. 
Sierra  Madre  Blvd.,  Sierra  Madre,  Cal. 

5108  KETCHUM,  Jesse  (OBG),  120  W.  Eleven 
Mile  Rd.,  Royal  Oak,  Mich. 

5165  KOWAL,  Roland  (OTO),  505  S.  Oak  Park, 
Oak  Park,  111. 

5109  KUKRAL,  Jan  J.  (ANES),  860  Lake  Shore 
Dr.,  Chicago,  111. 

5110  KUNKEL,  Raymond  E.  (ANES),  John 
Sealy  Hospital,  Galveston,  Tex. 

5112  LASSEN,  Keith  J.  (GS),  4531st  TAC 
Hosp.,  Homestead  AFB,  Fla. 

5113  LASTNICK,  George  (GP),  5442  N.  Ken- 
more  Ave.,  Chicago,  111. 

5114  LEVIN,  Stanley  A.  (OBG),  Cook  County 
Hospital,  Chicago,  111. 
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5115  LEVINE,  Howard  M.  (OBG),  1653  Med- 
ical Arts  Bldg.,  Minneapolis,  Minn. 

5116  LIM,  Felipe  U.  (PATH),  Maricopa  Co. 
Gen.  Hosp.,  Phoenix,  Ariz. 

5166  LINDEN,  Arthur  J.  (OTO),  Shirlington 
Trust  Bldg.,  Arlington,  Va. 

5117  McDonald,  William  II.  (GP),  5301  E. 
Grant  Rd.,  Tucson,  Ariz. 

5118  McDOWELL,  Robert  L.  (GP),  2391  Sew- 
ell Rd.,  S.W.,  Atlanta,  Ga. 

5167  McMILLAN,  Foster  L.  (GS),  1725  W. 
Harrison  St.,  Chicago,  111. 

5119  MARCUS,  Frank  I.  (IM-CD),  Coll,  of 
Med.,  U of  A,  Tucson,  Ariz. 

5120  MARSHALL,  Gerald  (PATPI),  University 
Hosp.,  Cleveland,  O. 

5121  MARSHALL,  Thomas  R.  (R),  350  Medical 
Towers  South,  Louisville,  Ky. 

5122  MITCHELL,  John  R.  (IM),  427  W.  5th 
St.,  Mesa,  Ariz. 

5123  MOSHER,  Carter  G.  (N),  Coll,  of  Med., 
U of  A,  Tucson,  Ariz. 

5124  MURPHY,  Michael  O.  (D),  U.S.  Naval 
Hosp.,  San  Diego,  Cal. 

5125  NEFT,  Louis  G.  (U),  Holderman  Hosp., 
Yountville,  Cal. 

5126  NEIL,  Alexander  L.  (GS),  R.  W.  Bliss 
Army  Hosp.,  Fort  Huachuca,  Ariz. 

5168  ODLE,  Van  (R),  P.O.  Box  1085,  Bullhead 
City,  Ariz. 

5169  PRESCOTT,  Thomas  M„  306  E.  High  St., 
Mt.  Vernon,  O. 

5127  REUBEN,  David  R.  (P),  8708  Jamacha 
Rd.,  Spring  Valley,  Cal. 

5128  ROWLAND,  George  B.  (GP),  14  North 
Central  Ave.,  Phoenix,  Ariz. 

5129  RYAN,  William  D.  (IM),  229  Maple  St., 
Wethersfield,  Conn. 

5130  SAKKAS,  Peter  G.  (GP),  5149  N.  12th  St., 
Phoenix,  Ariz. 

5131  SCHMIDT,  Elwood  L.  (GP),  P.O.  Box 
940,  Jal,  N.M. 

5132  SCHMIDT,  Reynold  T.  (OM),  Kaiser 
Steel  Corp.,  Fontana,  Cal. 

5133  SERBIN,  George  (OTO),  Brooklyn  Eye  & 
Ear  Hosp.,  Brooklyn,  N.Y. 

5170  SEROTA,  Herman  M.  (P),  55  East  Wash- 
ington St.,  Chicago,  111. 

5134  SHERMAN,  John  M.  (GP),  2927  Montana, 
El  Paso,  Tex. 

5135  SILVER,  Richard  A.  (ORS),  5943  N.  Fair- 
field,  Chicago,  111. 


5136  SMITPI,  Barry  M.  (GP),  1023  E.  Florence 
Blvd.,  Casa  Grande,  Ariz. 

5137  SMITH,  Preston  F.  (IM),  926  E.  McDow- 
ell Rd.,  Phoenix,  Ariz. 

5138  SMOCK,  Sidney  N.  (ANES),  Midland 
Hosp.,  Midland,  Mich. 

5139  SOSNOW,  Bertram  E.  (R),  Good.  Samari- 
tan Hosp.,  Phoenix,  Ariz. 

5171  STEPHENSON,  JR.,  Martin  L.  (PUD), 
4500  S.  Lancaster  Rd.,  Dallas,  Tex. 

5140  SWANSON,  Clarence  H.  (GP),  Box  235, 
Columbus,  Mont. 

5141  TAYLOR,  Marshall  B.  (OBG),  Michael 
Reese  Hosp.,  Chicago,  111. 

5142  TEMPLIN,  David  W.  (IM),  1550  E.  In- 
dian School  Rd.,  Phoenix,  Ariz. 

5173  TERPSTRA,  Gerrit  A.  (IM),  Maricopa  Co. 
Gen.  Hosp.,  Phoenix,  Ariz. 

5172  TRIPLETT,  Beverly  J.  (GS),  554  W. 
Valley  Blvd.,  Alhambra,  Cal. 

5144  VELOSO,  Anacleto  C.  (PD),  Pima  County 
Gen.  Hosp.,  Tucson,  Ariz. 

5145  WEICH,  Martin  (OTO),  1601  N.  Tucson 
Blvd.,  Tucson,  Ariz. 

5146  WHITE,  Jerald  D.  (OBG),  1204  Lillian 
Dr.,  Barstow,  Cal. 

5147  YERGER,  JR,  Frederic  S.  (IM),  2924  E. 
Clarendon,  Phoenix,  Ariz. 

*5174  BRATRUD,  Theodor  E.  (PATH),  13732 
Sanderstead  Dr,  Santa  Ana,  Cal. 

* Duplicate  license  issued  to  replace  orig- 
inal license  #3577  which  has  been  lost. 
*5175  GREEN,  Marthalyn  J.  (PH),  4732  So. 
Central  Ave,  Phoenix,  Ariz. 

*Duplicate  license  issued  due  to  change 
of  name  (formerly  GAINER,  Martha  E.). 

The  following  doctors  of  medicine  are  prac- 
ticing under  temporary  licenses  as  indicated: 

Expires 

1246  BE  VANS,  JR,  David  W.  (GP) 


Arizona  State  Hospital  5/21/69 

1256  DeARMOND,  Murray  M.  (P) 

Univ.  of  Arizona  SHS 8/  3/69 

1250  DICE,  Wilbur  D.  (GP-GPM) 

Yuma,  Ariz 6/13/69 

1251  ESTRIN,  Harley  M.  (IM) 

Sierra  Vista,  Ariz 6/ 20/ 69 

1254  GOULD,  Arch  (GP) 

Ganado,  Ariz 7/ 20/ 69 

1244  HALEY,  JR,  Robert  J.  (GP) 

Holbrook,  Ariz 4/18/69 

1240  HARWARD,  Thomas  G.  (GP) 

Bullhead  City,  Ariz 3/14/69 
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1253  LEHRER,  Sanford  L.  (P) 

Arizona  State  Hospital 7/16/69 

1245  NEVAREZ,  Leonard  J.  (GP) 

Yuma,  Ariz 4/18/69 

1239  OSTROLENK,  David  G.  (R) 

Yuma,  Ariz 3/  5/69 

1255  RIDENOETR,  Donald  E.  (IM) 

Pima  County,  Ariz 7/27/69 

1257  SMITH,  Corwin  M.  (OPH) 

Douglas,  Ariz (Renewal)  8/17/69 

1252  WELLISH,  Carl  S.  (P) 

Arizona  State  Hospital  7/13/69 


TEN  COMMANDMENTS  OF  CLINICAL 
MEDICINE 

First:  There  is  no  substitute  for  learning  from  direct 
contact  with  patients.  A clinical  discipline  cannot  be 
learned  in  the  laboratory,  by  reading,  or  by  listening  to 
lectures.  There  is  no  substitute  for  a good  history,  a good 
physical  examination,  and  the  mature  clinical  acumen 
of  the  physician. 

Second:  The  practice  of  good  clinical  medicine  is  an 
arduous  task:  clinical  responsibility  is  a full-time,  twenty- 
four-hour-a-day  job.  You  cannot  properly  take  care  of 
sick  people  on  an  eight-hour,  four-day  weekly  schedule 
and  still  do  your  job  properly.  Don’t  keep  your  patients 
waiting.  Take  time  to  explain  matters  to  them. 

Third:  Be  optimistic;  most  illness  is  relievable,  with 
God’s  help  and  without  too  much  interference  from 
the  physician! 


Fourth:  Be  patient.  A period  of  observation  is  sometimes 
the  only  road  to  a correct  diagnosis.  Don’t  impress 
patients  or  yourself  with  a mass  of  unnecessary  labora- 
tory tests. 

Fifth:  Don’t  be  too  esoteric.  At  the  risk  of  seeming 
facetious,  it  is  worth  noting  that  the  commonest  diseases 
occur  the  most  often.  Think  of  these  first. 

Sixth:  Don’t  overtest  patients  into  possible  complicating 
conditions  unless  absolutely  essential.  Don’t  do  any  tests 
on  patients  that  you  wouldn’t  do  on  your  family  or 
yourself  under  similar  circumstances. 

Seventh:  Use  new  drugs  warily.  It  is  better  to  learn  to 
use  a few  important  and  basic  drugs  with  skill  than  to 
use  the  last  one  that  the  detail  man  dropped  on  your 
desk.  Many  disorders  result  from  the  injudicious  use  of 
drugs,  and  too  many  hospital  admissions  are  due  to 
complicated  and  unwise  treatment. 

Eighth:  Physician,  know  thyself.  Know  your  strengths, 
your  weaknesses;  cultivate  a sense  of  humor;  continually 
reexamine  your  own  clinical  work  and  your  conduct  in  it. 
Continuously  cultivate  curiosity  about  disease  process, 
for  this  is  the  essence  of  an  exciting  life  in  clinical 
medicine,  but  treat  the  patient  as  well  as  the  disease. 
Always  ask  for  consultative  help  if  you  are  stumped  or 
if  the  patient  requests  it. 

Ninth:  Except  in  consultation,  do  not  discuss  patients 
by  name  with  other  physicians  or  other  patients,  rela- 
tives, or  friends.  The  patient’s  disorder  may  be  dis- 
cussed at  any  time  with  anyone,  as  long  as  the  patient 
is  not  identified  and  his  confidence  possibly  betrayed. 
Never  discuss  diseases  in  the  hearing  of  patients. 

Tenth:  Learn  from  your  errors,  and  may  they  be  few. 
Remember  that  occasional  human  error  is  built  into 
human  function.  Each  mistake  should  teach  you  a lesson. 
Don’t  too  easily  condone  the  same  error  twice  in  your 
sense  of  clinical  responsibility. 
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NEW  PROTECTIVE  CAP 


JO  OPEN.  StE  BACK  LABfct- 


Fast  Pain  relief 

°*  heaoache.  MUSCULAR  aches 

PA,NS-  •"<*  th«  pmnM  ****»■ 
rort&  tever  <lu*  to  COLDS 


Doctor,  here’s  the  newest  rea 
for  recommending  Bayer: 


BAYER 


A special  Adult  Aspirin  I 
with  a Child-Guard  Cap 


No  matter  how  closely  a child  is 
watched,  he  has  a way  of  getting  into  things. 

That’s  why  Bayer,  the  world  leader 
in  aspirin  products,  has  put  a special  Child- 
Guard  Cap  on  a new  75-tablet  package  of 
Adult  Bayer® Aspirin. 

Easy  enough  for  parents  to  remove, 
the  cap  has  a two-step  action  that  makes  it 
very  difficult  for  children.  This  gives  an 
added  measure  of  protection  when  the  cap 
is  tightly  replaced  and  the  aspirin  is  stored 
safely  out  of  children’s  reach. 


Yes,  now  families  with  small  children 
can  have  the  added  protection  of  the  Child- 
Guard  Cap  on  the  special  75-tablet  bottle 
of  5-gr.  Adult  Bayer  Aspirin  as  well  as  on 
1 l/4-gr.  Bayer  Children  s Aspirin. 

So  whenever  you  advise  your  patients 
on  their  childrens  safety.. .safety  that  re- 
quires the  careful  handling  of  all  drugs, 
cleaning  agents,  pesticides,  and  other  house- 
hold products...  please  mention  Bayers  new 
Child-Guard  Cap. 

Added  safety...  that’s  added  confidence. 

THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG,  INC. 
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BRONCHIAL 

DISTRESS 


/ ' ■■  ■ 


Emphysema,  Chronic  Bronchitis  and  Asthma  are  re- 
lieved in  fifteen  minutes  by  the  fast-disintegrating, 
uncoated  Mudrane  tablet. 

Checkpoints: 

DILATES  THE  BRONCHI 
DRAINS  THE  MUCUS 
SEDATES  MILDLY 
SUSTAINED  ACTION 
SUPERIOR  TOLERANCE 

E&ch  tablet  contains: 

POTASSIUM  IODIDE  195  mg. 

AMINOPHYLLINE  130  mg. 

PHENOBARBITAL,  Caution:  may  be  habit  forming.  21  mg. 

EPHEDRINE  HC1  16  mg. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

Precautions:  Usual  for  aminophylline-ephedrine-phenobarbital. 
Iodides  may  cause  nausea,  long  use  may  cause  goiter.  Discon- 
tinue if  symptoms  of  iodism  develop.  Iodide  contraindica- 
tions: tuberculosis,  pregnancy. 

DOSAGE:  One  tablet,  with  full  glass  of  water,  3 or 
4 times  daily. 

Dispensed  in  bottles  of  100  and  1000  tablets. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


mu'drana 
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Milpath 

‘MILPATH’-400:  tridihexethyl  chloride  25  mg. 

+ meprobamate  400  mg. 
‘MILPATH’-200:  tridihexethyl  chloride  25  mg. 

+ meprobamate  200  mg. 


Usual  Adult  Dosage:  1 'Milpath’ -400  tablet,  3 
times  a day  at  mealtimes  and  2 at  bedtime.  For 
greater  anticholinergic  effect,  2 ‘Milpath’-200 
tablets,  3 times  a day  at  mealtimes  and  2 at  bed- 
time. Doses  of  meprobamate  above  2400  mg. 
daily  not  recommended. 

Contraindications:  Tridihexethyl  chloride:  Uri- 
nary bladder-neck  obstructions,  e.g.,  prostatic 
obstruction  due  to  hypertrophy;  pyloric  obstruc- 
tions because  of  reduced  motility  and  tonus; 
organic  cardiospasm  (megaesophagus);  glau- 
coma; possibly  in  stenosing  gastric  or  duodenal 
ulcers  with  significant  gastric  retention.  Mepro- 
bamate: Previous  allergic  or  idiosyncratic  reac- 
tions to  meprobamate. 

Precautions:  Tridihexethyl  chloride:  Use  cau- 
tiously in  elderly  males  (possible  prostatic  hyper- 
trophy). Meprobamate:  Carefully  supervise  dose 
and  amounts  prescribed.  Consider  possible  de- 
pendence or  habituation  (reported  occasionally 
after  excessive  use),  particularly  in  severe  psy- 
choneurotics, alcoholics,  ex-addicts.  Withdraw 
gradually  (1  or  2 weeks)  after  excessive  dosage 
for  weeks  or  months  to  avoid  recurrence  of  pre- 
existing symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting, 
ataxia,  tremors,  muscle  twitching;  rarely,  epilep- 
tiform seizures,  more  likely  in  those  with  CNS 
damage  or  latent  convulsive  disorders).  If  drows- 
iness or  visual  disturbance  occurs,  reduce  dose 
and  advise  against  activity  requiring  alertness 
(driving,  machinery  operation).  Effects  of  excess 
alcohol  may  be  increased.  Grand  mal  seizures 
possible  in  persons  with  both  petit  and  grand 
mal.  Prescribe  cautiously  in  small  amounts  to 
patients  with  suicidal  tendencies.  Prescribe  with 
caution  to  patients  with  known  sensitivity  to 
compounds  of  similar  chemical  structure,  e.g., 
carisoprodol. 

Side  Effects:  The  following  side  effects  of  com- 
ponents may  occur  with  ‘Milpath’.  Tridihex- 
ethyl chloride:  Severe  effects  rare  on  recom- 
mended dosage.  Anticholinergic  effects:  dry 
mouth  (fairly  frequent  at  oral  doses  of  100  mg.), 
constipation  or  “bloated”  feeling.  Possible: 
tachycardia,  dilation  of  pupils,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizzi- 
ness. Meprobamate:  Drowsiness,  sometimes  with 
ataxia,  usually  controlled  by  decreasing  dosage, 
occasionally  with  aid  of  central  stimulants 
(e.g.,  amphetamine).  Rarely,  allergic  or  idiosyn- 
cratic reactions  (usually  after  1-4  doses);  in  mild 
form:  itchy,  urticarial  or  erythematous  maculo- 
papular  rash,  generalized  or  confined  to  groin. 
Acute  nonthrombocytopenic  purpura  with  cuta- 
neous petechiae,  ecchymoses,  peripheral  edema 
and  fever,  transient  leukopenia,  and  1 fatal 
bullous  dermatitis  (after  meprobamate  and  pred- 
nisolone) reported.  More  severe,  very  rare  hy- 
persensitivity: fever,  chills,  fainting  spells, 
angioneurotic  edema,  bronchial  spasms,  hypo- 
tensive crises  (1  fatal),  anuria,  anaphylaxis, 
stomatitis  and  proctitis.  Treat  symptomatically 
(e.g.,  epinephrine,  antihistamines,  possibly  hydro- 
cortisone); stop  and  do  not  restart  the  drug. 
Isolated  agranulocytosis,  thrombocytopenic  pur- 
pura, 1 fatal  aplastic  anemia  reported,  but  only 
in  presence  of  known  toxic  drugs;  porphyric 
symptoms  reported  but  relationship  not  estab- 
lished. Fast  EEG  activity,  usually  after  excessive 
dosage.  Impairment  of  visual  accommodation 
reported  by  1 observer.  Fixed  drug  eruption 
with  meprobamate  and  cross  reaction  to  cari- 
soprodol reported.  Suicidal  attempts  may  pro- 
duce drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and 
death.  Excessive  dosage  has  led  rapidly  to  sleep, 
then  reduction  of  vital  signs  to  basal  levels. 
Empty  stomach,  and  if  respiration  becomes  very 
shallow  and  slow,  cautiously  give  CNS  stimu- 
lants (e.g.,  caffeine,  pentylenetetrazol,  ampheta- 
mine); also  pressor  amines  if  indicated. 

Before  prescribing,  consult  package  circular. 

<stz> 

WALLACE  PHARMACEUTICALS/ Cranbury,  N.J Affi 


1o  calm  the  patient  and  curb  his  pain 


helps  relieve  cramping  G.l.  pain  by  reducing  spasm  and  excess  secre- 
tion/ helps  allay  the  anxiety-tension 
that  precipitates,  aggravates,  or 

_ (tridihexethyl  chloride  + meprobamate) 
results  trom  G.l.  distress  ^ WALLACE  pharmaceuticals  / cranbury,  n.  j. 08512 

See  adjacent  page  for  brief  summary  of  prescribing  information 


the 

thousandth 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 
and  easy-to-take  as  the  first! 

Optimal  neutralization1  — provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste  — confirmed  by  87.5%  of  1 04  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.2 

Concomitant  relief  of  G.  I.  gas  distress  — provided  by  the  proven  antiflatulent 
action  of  simethicone3. 

Dosage:  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth);  one  or  two  teaspoonsful 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

References:  1.  Merck  & Co  . Merck  Chemical  Division:  Antacid  Literature  Survey,  Rahway,  New  Jersey. 
(MM3041 , R-1286-K  REV  463.)  2.  Danhof,  I.E.,  report  on  file.  3.  Hoon,  J.R.:  Arch.  Surg.  93:467  (Sept.)  1966. 


ARIZONA  MEDICINE 


CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


Ore  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital, the  sedative  in  Ambar,  controls  irritability  and 
andety... helps  maintain  a state  of  mental  calm  and  equa- 
nimity. Both  work  together  to  ease  the  tensions  that  erode 
the  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®— methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AMBAR  #2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company, 

RICHMOND,  V A.  23220  /I  n I/UUIHIJ 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exercise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide-May induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 


ARIZONA  MEDICINE 


The  “beauty” of  Butiserpazide®  is  that  it  adds 
the  mildly  sedative  effect  of  Butisol"  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. . . 

That’s  the  aButi”of 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient. 

Butiserpazide-25  Prestabs®  Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  ’"Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine-O'asetve  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover," 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTISERPAZIDEO-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / _ _ \ 

Before  prescribing  or  administering.  I f 1YT  1 I , I 
see  package  insert.  \ ^ 

1.  Coodley,  E.  L.:  Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 


( McNEIL 


APRIL,  1969 


lubadllb  hibadu 

His  heart  tells  him  he’s  an  invalid. 

You  know  he’s  not. 


Photograph  professionally  posed. 


Contraindications:  History  of  sensitivity  to  meprobamate. 

Important  Precautions:  Carefully  supervise  dose  and 
amounts  prescribed,  especially  for  patients  prone  to 
overdose  themselves.  Excessive  prolonged  use  has  been 
reported  to  result  in  dependence  or  habituation  in  suscep- 
tible persons,  as  alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  excessive  dosage, 
reduce  dosage  gradually  to  avoid  possibly  severe  withdrawal 
reactions.  Abrupt  discontinuance  of  excessive  doses  has 
sometimes  resulted  in  epileptiform  seizures. 

Warn  patients  of  possible  reduced  alcohol  tolerance,  with 
resultant  slowing  of  reaction  time  and  impairment  of 
judgment  and  coordination. 

Reduce  dose  if  drowsiness,  ataxia  or  visual  disturbance 
occurs;  if  persistent,  patients  should  not  operate  vehicles 
or  dangerous  machinery. 

Side  Effects  include  drowsiness,  usually  transient;  if 
persistent  and  associated  with  ataxia,  usually  responds  to 
dose  reduction;  occasionally  concomitant  CNS  stimulants 
(amphetamine,  mephentermine  sulfate)  are  desirable. 
Allergic  or  idiosyncratic  reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop  in  patients 
receiving  only  1 to  4 doses  who  have  had  no  previous 
contact  with  meprobamate.  Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of  reactions.  Mild 
reactions  are  characterized  by  itchy  urticarial  or 
erythematous  maculopapular  rash,  generalized  or  confined 
to  groin.  Acute  nonthrombocytopenic  purpura  with 
cutaneous  petechiae,  ecchymoses,  peripheral  edema  and 
fever  have  been  reported.  One  fatal  case  of  bullous 
dermatitis  following  intermittent  use  of  meprobamate  with 
prednisolone  has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped  and  not 
reinstituted.  Severe  reactions,  observed  very  rarely,  include 
angioneurotic  edema,  bronchial  spasms,  fever,  fainting 
spells,  hypotensive  crises  (1  fatal  case),  anaphylaxis, 


Anxiety  is  expected  in  the  cardiovascular  patient. 
\ little  may  even  be  desirable. 

But  when  anxiety  is  exaggerated  . . . when  it 
interferes  with  sleep  . . . when  it  aggravates 
:ardiovascular  symptoms,  your  help  may 
>e  needed. 

faturally,  you’ll  want  to  reassure  the  patient. 

And  perhaps  prescribe  Equanil  (meprobamate) 
ns  adjunctive  therapy.  It  helps  relieve  anxiety 
|ind  tension  specifically,  yet  gently. 

Almost  15  years’  use  has  shown  that  Equanil 
s usually  well  tolerated  as  well  as  effective. 

>ide  effects  are  generally  limited  to  transient 
Irowsiness;  serious,  therapy-interrupting 
fide  effects  are  rare. 


stomatitis  and  proctitis  (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  antihistamine  and 
possibly  hydrocortisone.  Aplastic  anemia  (1  fatal  case), 
thrombocytopenic  purpura,  agranulocytosis  and  hemolytic 
anemia  have  occurred  rarely,  almost  always  in  presence  of 
known  toxic  agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  continuous  administration. 
Meprobamate  may  sometimes  precipitate  grand  mal 
attacks  in  patients  susceptible  to  both  grand  and  petit  mal. 
Extremely  large  doses  can  produce  rhythmic  fast  activity 
in  the  cortical  pattern.  Impairment  of  accommodation  and 
visual  acuity  has  been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw  gradually  (1  or  2 
weeks)  to  avoid  recurrence  of  pretreatment  symptoms 
(insomnia,  severe  anxiety,  anorexia).  Abrupt  discontinuance 
of  excessive  doses  has  sometimes  resulted  in  vomiting, 
ataxia,  tremors,  muscle  twitching  and  epileptiform 
seizures.  Prescribe  very  cautiously  and  in  small  amounts 
for  patients  with  suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor  and  respiratory 
collapse  and  anuria.  Excessive  doses  have  resulted  in 
prompt  sleep;  reduction  of  blood  pressure,  pulse  and 
respiratory  rates  to  basal  levels;  and  occasionally 
hyperventilation.  Treat  with  immediate  gastric  lavage  and 
appropriate  symptomatic  therapy.  (CNS  stimulants  and 
pressor  amines  as  indicated.)  Doses  above  2400  mg. /day 
are  not  recommended. 

Composition:  Tablets,  200  mg.  and  400  mg.  meprobamate. 
Coated  Tablets,  WYSEALS®  EQUANIL  (meprobamate) 

400  mg.  (All  tablets  also  available  in  REDIPAK®  [strip 
pack],  Wyeth.)  Continuous-Release  Capsules, 

EQUANIL  L-A  (meprobamate)  400  mg. 

Wyeth  Laboratories  Philadelphia,  Pa. 

Equanil0 

(meprobamate) 


helps  restore  normal  motility  and  tone 


CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma. G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  it-orgamc  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee, Wisconsin  53201 
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In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a Inewl  reason 
for  prescribing  Mellaril 

0 (Thioridazine  HC1) 


effectiveness  in 

mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System — 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System- 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  ti-uo 


A 

SANDOZ 
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of  Camelback  Hospital 
is  one  of  relaxed  Western  living, 
coking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
e natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


bamen  nuspita 

5055  North  34th  Stree 


955-620C 


PHOENIX,  ARIZON 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATR 

A Non-Profit  Corporatic 


|_ocated  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


Dairy  Council  of  Arizona 
1016  North  32nd  Street 
Phoenix,  Arizona  85008 


Photo  professionally  posed. 


No  injection  after  all! 

This  penicillin  produces  high,  fast  levels— orally. 


Pen*Vee®  K is  usually  so  rapidly  and  com- 
pletely absorbed  that  therapeutic  penicillin 
levels  are  attained  within  15  to  30  minutes. 
Thus  it  can  often  obviate  the  need  for  peni- 
cillin injections.  The  higher  serum  levels 
produced  generally  last  longer  than  with  those 
of  oral  penicillin  G. 

Indications:  Infections  susceptible  to  oral  penicillin  G:  prophylaxis 
and  treatment  of  streptococcal  infections;  treatment  of  pneumococcal, 
gonococcal,  and  susceptible  staphylococcal  infections;  prophylaxis  of 
rheumatic  fever  in  patients  with  a previous  history  of  the  disease. 
Contraindications:  Infections  caused  by  nonsusceptible  organisms; 
history  of  penicillin  sensitivity. 

Warnings:  Acute  anaphylaxis  (may  prove  fatal  unless  promptly  con- 
trolled) is  rare  but  more  frequent  in  patients  with  previous  penicillin 
sensitivity,  bronchial  asthma  or  other  allergies.  Resuscitative  (epineph- 
rine, aminophylline,  pressor  amines)  and  supportive  (antihista- 
mines, methylprednisolone  sodium  succinate)  drugs  should  be 
readily  available.  Other  rare  hypersensitivity  reactions  include 
nephropathy,  hemolytic  anemia,  leucopenia  and  thrombocytopenia. 


In  suspected  hypersensitivity,  evaluation  of  renal  and  hematopoietic 
systems  is  recommended. 

Precautions:  In  suspected  staphylococcal  infections,  perform  proper 
laboratory  studies  including  sensitivity  tests.  If  overgrowth  of 
nonsusceptible  organisms  occurs  (constant  observation  is  essential), 
discontinue  penicillin  and  take  appropriate  measures.  Whenever 
allergic  reactions  occur,  withdraw  penicillin  unless  condition  being 
treated  is  considered  life  threatening  and  amenable  only  to  penicillin. 
Penicillin  may  delay  or  prevent  appearance  of  primary  syphilitic 
lesions.  Gonorrhea  patients  suspected  of  concurrent  syphilis  should 
be  tested  serologically  for  at  least  3 months.  When  lesions  of  primary 
syphilis  are  suspected,  dark-field  examination  should  precede  use  of 
penicillin.  Treat  beta-hemolytic  streptococcal  infections  with  full 
therapeutic  dosage  for  at  least  10  days  to  prevent  rheumatic  fever 
or  glomerulonephritis.  In  staphylococcal  infections,  perform  surgery 
as  indicated. 

Adverse  Reactions:  (Penicillin  has  significant  index  of  sensitiza- 
tion): Skin  rashes,  ranging  from  maculopapular  eruptions  to  exfolia- 
tive dermatitis;  urticaria;  serum  sickness-like  reactions,  including 
chills,  fever,  edema,  arthralgia  and  prostration.  Severe  and  often  fatal 
anaphylaxis  has  been  reported  (see  “Warnings"). 

Composition:  Tablets— 125  mg.  (200,000  units),  250  mg.  (400,000 
units),  500  mg.  (800,000  units);  Liquid— 125  mg.  (200,000  units)  and 
250  mg.  (400,000  units)  per  5 cc. 

Wyeth  Laboratories  Philadelphia,  Pa. 
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INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 
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now  BankAmericard 

is  the  only  credit  card  you’ll  need! 
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T1EL 

% 
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Member  F.D.I.C.  J 

© BANKAMERICA  SERVICE  CORPORATION  1966  ® SERVICE  MARKS  OWNED  BY  BANKAMERICA  SERVICE  CORPORATION 


The  Arizona  Bank 

BankAmericard  Division 

P.0.  Box  2930/ Phoenix,  Arizona  85036 

Please  send  me  a BankAmericard  application. 

NAME 

ADDRESS 

CITY STATE ZIP 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  useduring  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


Picture  of 
torticollis 
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Parafon  Forte  tablets  help  to  relieve  pain, 
e restore  mobility. . . stop  pain-spasm  feedback 

by  providing : 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1’2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4. . .but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
s Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


; ! 


treated  with 
Parafon  Forte 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adidt 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  i^:316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al . : Gastroenterology  4-4:146, 
1963.  4.  Berman,  H.  H.,  et  air.  Dis.  Nerv. 
Syst.  25: 430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 


( McNEIL 


McNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 


*U.S.  PATENT  NO.  2,895,877 


Medical  Center  OC-^aif  and  Clinical  Xafaraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


M ED  AC 


MEDAC  — Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MEDAC  MEANS  PROFIT! 


MED  AC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 

MED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

MEDAC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

MEDAC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 


COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION) 

Phoenix:  261-2718 
Tucson:  624-7361 
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PROFESSIONAL 

MANAGEMENT 

SERVICE 


1.  APARTMENTS 

2.  MOTELS 

3.  OFFICE  BUILDINGS 

4.  SHOPPING  CENTERS 


For  Complete  Information  on  our  service 
— Write  or  call 
HOWARD  T.  KELLY,  President 


KELLY  INNS  OF  AMERICA,  INC. 

1332  North  First  Street 
Phoenix,  Arizona  85004 
Telephone  (602)  252-4909 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn't  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 


472-9 


NOW 

AVAILABLE 

HANDSOME,  DURABLE  WHITE  & GOLD  VINYL 
COVERED  BINDERS  TO  PRESERVE  PAST  ISSUES 
OF  ARIZONA  MEDICINE.  EACH  BINDER  HOLDS 
UP  TO  TWELVE  ISSUES 


t Jrizona  }l<‘(/icine 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 
PLEASE  SEND BINDERS  _ 

. Name 

— Address 

I understand  that  I will  be  billed  for  these. 


ORDER  YOURS  TODAY 

ONLY 

$1.00 

EACH 


ARIZONA  MEDICINE 


101  East  Fourth  Street, 

Adjoining  Scottsdale  Baptist  Hospital 


NOW  LEASING 


Scottsdale,  Arizona 

. . . . CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


INTERNAL  MEDICINE  & CARDIOLOGY  PLASTIC  & RECONSTRUCTIVE  SURGERY 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D. 

PSYCHIATRY 
Murray  Urie,  M.D. 

GENERAL  SURGERY 


John  F.  Currin,  M.D.,  F.A.C.P.  Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 


For  Leasing  Information  Call  946-9091 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


n 


HISTO  IS  CONFUSING. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

H ISTOFLAS9V1IN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 


LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
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SEMI-ANNUAL 
PREMIUM  RATES 


MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

Serviced  By  . . . 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

INVITES 

INDUSTRIAL  PRESCRIPTIONS 


your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


PSYCHIATRIC  RESIDENCIES.  Phoenix.  New; 
the  approved  3-year  program  in  Arizona.  At 
Arizona  State  Hospital  and  services  at  Barrow 
Neurological  Institute,  Maricopa  County  health 
agencies,  and  St.  Luke's  Hospital  Medical  Cen- 
ter. All  usual  training  with  heavy  individual 
supervision.  Combined  community  and  in- 
patient services  are  open  to  election  of  ethnic 
interest  areas.  Stipends  $8,604,  $9,024,  and 
$9,468.  U.S.  citizenship  and  eligibility  for  Ari- 
zona licensure  required.  Write  Director  of 
Training,  James  A.  Haycox,  M.D.,  2500  East 
Van  Buren  Street,  Phoenx,  Arizona  85008 


Chris-Town  Investment  Company  now  leasing 
space  in  Chris-Town  Medical  Center  in  the 
heart  of  Phoenix  at  6040  North  19th  Avenue 
next  to  the  Baptist  Hospital.  Construction  to 
start  May  1969  to  be  ready  for  occupancy  in 
January  of  1970.  Write  P.O.  Box  11036,  Phoe- 
nix 85017;  Telephone  943-3372. 


WILL  LEASE  OR  SELL  APPROXIMATELY  TWO 
ACRES  of  Commercial-2  and  R-4  with  two 
street  frontages,  630'  deep,  off  proposed  four 
lane  thoroughfare  (north  Phoenix,  sewers  in). 
Telephone  944-31  79. 
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Classified 


GP,  doing  some  general  surgery,  desires  relo- 
cation in  a town  between  or  near  Phoenix 
or  Tucson.  Climate  only  motivation.  Age  56  — ■ 
have  Arizona  license.  Prefer  small  town  with  a 
hospital.  Write  Box  69-2,  Arizona  Medicine, 
4601  N.  Scottsdale  Rd.,  Scottsdale  85251 


24  HOUR  AIR  AMBULANCE  SERVICE 


a.  l mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-341 1 


ACHROMYCIN*  V 

TETRACYCLINE  HCI 

481C-9 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


100  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 

ALLERGIST 

Davis  I.  Arnow,  M.D. 

Thomas  F.  Hartley,  M.D. 

R.  C.  Romero,  M.D. 

ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

EAR,  NOSE  and  THROAT 
Richard  Zonis,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

James  T.  Chesnut,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yoclcey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

RADIOLOGY 

D.  J.  Murry,  M.D. 

M.  Herbert  Nathan,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGIC  SURGERY 
Wilfred  M.  Potter,  M.D. 

DENTISTRY 

Lumone  E.  Millmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 
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A new  clinical 


service 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  the  western 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  Department  A, 


LABORATORY  PROCEDURES' 


Division  of  The  Upjohn  Company 

P.O.  Box  6000,  Inglewood,  California  90301 

LP68-7818 


SM  (Service  Mark)  and  ©1968,  The  Upjohn  Company 


HW&D  BRAND  OFLUTUTRIN 

3000  UNIT  TABLETS 


IN  THE  TREATMENT  OF  FUNCTIONAL  DYSMENORRHEA  AND  SELECTED  CASES  OF 
PREMATURE  LABOR  AND  2ND  AND  3RD  TRIMESTER  THREATENED  ABORTIO* 


■ LUTREXIN,  the  non-steroid  “uterine 
relaxing  factor”  has  been  found  to  be  useful 
by  many  clinicians  in  controlling  abnormal 
uterine  activity. 

■ Literature  on  indications  and  dosage  avail- 
able on  request. 


■ No  side  effects  have  been  reported,  ever 
when  massive  doses  (25  tablets  per  day 
were  administered. 

■ Supplied  in  bottles  of  twenty-five  3,00( 
unit  tablets. 


(In  vivo  measurement  of  Lutrexin  on  contracting 
uterine  muscle  of  the  guinea  pig.) 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


BALTIMORE,  MARYLAND  211 
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arafon  Forte  tablets  help  to  relieve  pain, 
listore  mobility. . . stop  pain-spasm  feedback 

/ providing : 

nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
istric  mucosa  so  often  associated  with  salicylate 
erapy3 

id  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
hour  span  of  action4... to  retain  effectiveness  even 
1 continued  administration4... but  not  likely  to  have 
e central  effects  of  tranquilizing  compounds.5 

rescribe  Parafon  Forte  for  effective  spasmolysis 
id  analgesia  in  sprains,  strains,  myalgias,  low  back 
tin,  bursitis  and  other  musculoskeletal  disorders. 
:>ur  patients  will  appreciate  the  restored  comfort 
id  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 

Paraflex®  (chlorzoxazone)*  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos- 
sibly have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets, 
imprinted  “McNEIL”  — bottles  of  100. 


References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1J,: 316, 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  at.:  Gastroenterology  : 1 46, 

1963.  4.  Berman,  H.  H.,  et  at.:  Dis.  Nerv. 
Syst.  25:430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 

*U.S.  PATENT  NO.  2,895,877 


( McNEIL ) 

MCNEIL  LABORATORIES,  INC.,  FT.  WASHINGTON,  PA.  19034 
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Ponste/ 

wfenamic  acid),  Parke-Davis 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL—  INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1,985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28),  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  sigmoidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
T\vo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 


PARKE-DAVIS 


4 0 S R 6 0 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Editor  s Page 


When  ARIZONA  MEDICINE  commemorated 
the  College  of  Medicine  we  felt  we  had  taken 
a giant  step  in  associating  the  practicing  physi- 
cians of  the  State  of  Arizona  and  the  primary 
source  of  secondary  medical  education  within 
the  State  itself. 

We  have  had  no  reason  to  doubt  or  regret 
this  affiliation.  We  feel  it  has  prospered. 

The  College  of  Nursing  at  the  University  of 
Arizona  is  one  more  giant  step  that  we  as  pro- 
fessionals can  give  to  the  residents  of  Arizona. 
Doctors  and  nurses  will  always  present  a com- 
bined defense  against  disease.  Each  comple- 
ments the  other.  Each  is  less  than  complete 
without  the  other. 

In  more  recent  times  there  has  appeared  to 
be  a diversity  of  opinion  regarding  the  associa- 
tion of  physicians  and  nurses.  Apparently  this 
has  for  the  most  part  escaped  this  writer,  but 
be  it  as  it  may  if  we  can  establish  common 
grounds  of  communication,  then  no  problem  is 
insoluble. 

Dr.  Gladys  Sorensen,  Dean  of  the  College  of 
Nursing,  has  furnished  the  material  for  this 
special  issue.  She  has  taken  much  time,  thought 
and  effort  not  only  to  present  the  faculty,  but 
to  indicate  the  direction  which  is  to  be  taken 
by  the  College  of  Nursing  itself. 

To  Dean  Sorensen  and  the  College  of  Nursing 
— with  a great  deal  of  pride. 

WELCOME  ABOARD ! 

Roland  F,  Schoen,  M.D. 
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Will 

Novahistine  Elixir 
ever  come  in  a 
fieezee-frostee? 


We're  always  looking  for  ways  to  make 
Novahistine®  Elixir  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

If  you've  ever  sampled  Novahistine  Elixir, 
you  know  that  it  doesn't  have  to  come  in  a 
freezee-frostee  to  get  children  to  take  it.  And 
if  you've  had  any  feedback  from  mothers,  you 
know  they  like  the  effective  way  it  relieves  the 
congestion  associated  with  colds,  allergies  and 
other  upper  respiratory  infections. 


Each  5-ml.  teaspoonful  of  Novahistine 
Elixir  decongestant  contains  phenylephrine 
hydrochloride,  5 mg.;  chlorpheniramine 
maleate,  1 mg.;  chloroform,  13.5  mg.: 
l-menthol,  1 mg.;  sodium  bisulfite 
(preserv.)  0.1%;  and  alchohol,  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution  ambu- 
latory patients  that  drowsiness  may  result. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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The  asthmatic  has 
his  own  built-in 
“air  pollution”  problem... 


COMPOSITION:  Each  Asbron  Inlay-Tab  and 
each  tablespoonful  (15  ml.)  of  Asbron  Elixir 
contains  theophylline  sodium  glycinate  300  mg. 
(equivalent  to  150  mg.  theophylline);  glyceryl 
guaiacolate  100  mg.  and  phenylpropanolamine 
hydrochloride  25  mg.  The  elixir  supplies  the 
active  ingredients  in  a solution  containing 
15%  alcohol. 

ACTION  AND  USES:  Symptomatic  relief 
of  bronchial  asthma  and  asthmatic  bronchitis 
through  the  combined  actions  of  two  effective 
bronchodilators  and  a superior  expectorant. 

ADMINISTRATION  AND  DOSAGE: 

Adults — 

1 or  2 tablets  or  tablespoonfuls, 

2 or  3 times  daily 

Administration  after  meals  may  reduce 
the  infrequent  possibility  of  gastric  distress 
or  CNS  stimulation. 


Children — 

6 to  12 — 2 or  3 teaspoonfuls, 

2 or  3 times  daily 

3 to  6 — 1 to  VA  teaspoonfuls, 

2 or  3 times  daily 

1 to  3 — 'A  to  1 teaspoonful, 

2 or  3 times  daily 

PRECAUTIONS:  Do  not  administer  more 
frequently  than  every  4 hours  or  within  12  hours 
after  administration  of,  or  concurrently  with, 
other  xanthine  derivatives. 

CAUTION:  Ordinary  large  doses  may  cause 
hypertension,  headache,  tachycardia,  nausea, 
vomiting,  etc. 

WARNING:  Use  with  caution  in  patients 
suffering  from  hypertension,  cardiovascular 
disease  and  hyperthyroidism. 

HOW  SUPPLIED:  Asbron  Inlay-Tabs,  in 
bottles  of  100.  Asbron  Elixir,  in  pint  bottles. 
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ASBRON  helps  keep 
airways  open  for 
“replacement”  air 


Asbron  opens  the  airways  and 
relieves  bronchospasm,  an 
important  factor  in  the  asthmatic's 
"air  pollution"  problem.  Thus,  the 
patient  is  protected  from  asthma 
symptoms  with  Asbron's  "air 
supply."  This  support  is  possible 
because  Asbron  has  a complete 
formula  that  improves  breathing  . . 
decreases  coughing  . . . lessens 
wheezing  . . . wins  patient 
acceptance.  Made  up  of  a xanthine, 
a sympathomimetic  and  an  effective 
expectorant,  Asbron's  clinically 


effective  formula  rarely  causes 
gastric  upset  or  CNS  stimulation. 
Patients  feel  secure  with  Asbron — 
perhaps  because  their  "air  supply" 
is  protected.  Available  in  tablets 
for  adults  or  elixir  for  children. 


ASBRON 


Inlay-tabs®/ Elixir 
(theophylline  sodium  glycinate,  glyceryl 
guaiacolate  and  phenylpropanolamine 
hydrochloride.) 


Helps  you  put  a little  living  back 
into  the  life  of  your  asthmatic  patient. 


DORSEY  LABORATORIES  • a division  of  The  Wander  Company  • Lincoln,  Nebraska  68501 
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They  don’t  feel  they  “suffer” 
from  hypertension... 

that’s  the"Buti”part 
of  Butiserpazide. 


The  “Buti”  part  of  Butiserpazide— the  mildly 
sedative  action  of  Butisol  acting  in  concert  with  the 
classic  thiazide/reserpine  formula— proved 
helpful  in  one  study  in  reducing  hypertensive 
symptoms  in  over  half  the  patients.1 

Among  the  symptoms  showing  “striking”  overall 
improvement  were  headache,  nervousness, 
palpitation  and  dizziness.  Nor  is  that  all  there  is  to 
the  “beauty”  of  Butiserpazide.  Clinical 
comparisons  have  also  shown  that  many  patients 
respond  with  smooth,  uniform  lowering  of  blood 
pressure2. . . at  times  below  the  levels  achieved  with 
previous  therapy1,2. . . as  well  as  a lowered 
incidence  of  drug  side  effects.  (The  usual  dosage 
is  just  1 tablet  once  or  twice  a day. ) 

You  have  a choice  of  2 strengths: 

Butiserpaade-25 

Prestabs®*  Tablets 

Butisol®  (butabarbital)  30  mg. f;  hydrochlorothiazide 
25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50 

Prestabs®*  Tablets  " 

Butisol®  (butabarbital)  30  mg. f;  hydrochlorothiazide 
50  mg.;  reserpine  0.1  mg. 

Lowers  blood  pressure 
so  smoothly  that  patients  are 
often  untroubled  by  either 
the  disease ...  or  therapy 

tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other 
ingredients,  in  outer  layer;  15  mg.  of  Butisol  in  a 
specially  coated  core  for  delayed  release,  to  approximately 
equalize  duration  of  action  for  all  components. 


Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic  ulcer,  ulcer- 
ative colitis,  mental  depression,  renal  impairment  or  shutdown.  Warnings: 
Consider  the  possibility  of  sensitivity  reactions  in  patients  with  history  of 
allergy  or  bronchial  asthma.  Coated  potassium  tablets,  sometimes  administered 
in  conjunction  with  antihypertensive  therapy,  may  be  associated  with  small 
bowel  lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred.  Such  tablets 
should  be  used  only  when  indicated  and  when  adequate  dietary  supplementation 
is  not  practical.  They  should  be  discontinued  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise 
caution,  since  thiazides  cross  the  placental  barrier  and  may  cause  fetal  or 
neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered  carbohydrate  metab- 
olism; adverse  reactions  seen  in  the  adult  may  occur  in  the  newborn.  Use 
reserpine  in  women  of  child-bearing  age  only  when  essential  to  patient  welfare. 
Increased  respiratory  secretions,  nasal  congestion,  cyanosis,  and  anorexia  may 
occur  in  infants  born  to  reserpine-treated  mothers.  Precautions:  Butisol 
(butabarbital)— Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly 
or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Hydrochlorothiazide—  May  induce  electrolyte  imbalance;  when  used  with  digi- 
talis or  one  of  its  glycosides  and  in  patients  with  severe  hepatic  insufficiency, 
cardiac  arrhythmias  or  symptoms  of  impending  hepatic  coma  may  occur.  Dis- 
continue and  institute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and  hypochlore- 
mic alkalosis.  (Ammonium  chloride,  used  to  reverse  hypochloremic  alkalosis, 
is  contraindicated  in  hepatic  disease.)  May  produce  elevated  serum  uric  acid 
levels  (and,  infrequently,  gout)  or  reduce  glucose  tolerance,  altering  insulin 
requirements  in  diabetics.  Reserpine  — Observe  for  signs  or  symptoms  of  peptic 
ulcer  or  ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in  history  of 
mental  depression.  May  produce  cardiac  arrhythmias  when  used  with  digitalis 
and  quinidine,  or  may  precipitate  biliary  colic  in  patients  with  gallstones. 
Discontinue  1 to  2 weeks  before  surgery;  inform  the  anesthetist  in  event  of 
emergency  surgery.  Exercise  caution  in  history  of  epilepsy.  Discontinue  1 to 
2 weeks  before  ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  congestion,  leg 
cramps,  nausea,  palpitations,  superficial  skin  bruises,  palmar  erythema,  head- 
ache, dehydration,  skin  rash,  "hangover,”  systemic  disturbances,  diarrhea, 
itching,  vomiting,  paresthesia,  photosensitivity,  pancreatitis,  jaundice,  xan- 
thopsia, purpura,  thrombocytopenia,  leukopenia,  agranulocytosis,  aplastic 
anemia,  anorexia,  gastric  irritation,  abdominal  cramping,  constipation,  glycos- 
uria, vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated  by 
alcohol,  barbiturates,  or  narcotics),  increased  salivation  and  gastric  secretion, 
increased  intestinal  motility,  loose  stools,  angina-like  syndrome,  arrhythmias, 
bradycardia,  flushing,  hypotension,  nervousness,  paradoxical  anxiety,  rarely 
atypical  Parkinsonian  syndrome,  central  nervous  system  sensitization  (mani- 
fested by  dull  sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness 
of  mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased  libido. 
Usual  Adult  Dosage:  BUTISERPAZIDE- -25  or  BUTISERPAZIDE- -50:  1 tablet  daily 
or  b.i.d.  When  used  with  other  antihypertensive  agents  reduce  dosage  of  both 
drugs  about  50%  and  observe  carefully  for  changes  in  blood  pressure.  Before 
prescribing  or  administering,  see  package  insert.  References:  1.  Coodley,  E.  I.  Curr. 
Ther  Res  4:460  (Sept.)  1962.  2.  Johnson,  H.  J.,  Jr  : Penn  Med.  J 67:35  (May)  1964. 

McNeil  Laboratories,  Inc. 

Fort  Washington,  Pa  19034 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  be  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 
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Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral\ksodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach  ; use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare:  vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

Tablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  will  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  without  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

Tablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow) ; 
bottles  of  100. 

LONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 


Directors:  Blanche  C.  Lightowler,  B.A. 
Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


CIBA 
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-Avoids  constipation. 


introducing  new 


each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate 

250  mg.  aluminum  hydroxide  (Warner^ 

200  mg.  magnesium  hydroxide 

*U.S.  Potent  No.  3,326,755  . , ' 

a consistent  buffering 
anticostivet  antacid 

t Avoids,  constipation. 


See  next  page  for  prescribing  information  | 
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an  antacid  formulated  especially 
for  the  constipation-prone  patient 


• Gelusil-M  has  been  formulated  to  help 
avoid  constipation  in  these  patients: 
hospitalized/  bedridden  / debilitated/  seden- 
tary/pregnant/elderly/on a bland  diet/ 
on  anticholinergic-antispasmodic  drugs/ 
when  straining  at  stool  should  be  avoided. 


• Magnesium  content  helps  maintain  intes- 
tinal fluid  volume  and  motility. 

• Some  patients  may  develop  loose  stools 
while  taking  Gelusil-M.  This  condition  is 
usually  dose-related,  and  usually  responds 

to  dose  reduction. 


a >> 
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GELUSIL-one  name  to  remember.. .and  a dosage  form  for  every  patient. 


Gelusif-M  Liquid 

especially  for  the  constipation- 
prone  patient 

Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedt1—-  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 fl.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Gelusir  Tablets 

the  universal  take-along  antacid 

Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Regular  GelusirLiquid 

when  constipation  is  not  a problem 

Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Smiles  speak  louder  than  words 


for  the  good  taste  of  Soyalac 


Milk-free,  hypo-allergenic  Soyalac  has  a pleasing  taste  that 
is  eagerly  accepted  by  most  infants.  It’s  similar  to  mother’s 
milk  in  composition  and  assimilation,  much  like  cow’s  milk 
in  consistency  and  completely  free  of  fibre.  Extensive  clini- 
cal data  support  Soyalac’s  value  in  promoting  growth  and 
development.  Soyalac  is  also  excellent  for  growing  children 
and  adults. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information  and  a supply  of  samples. 


Concentrated  Liquid  or  Powdered 
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lb  help  avert 

;hronicity 
n acute  cystitis 


Although  it  may  coexist  with 
chronic  pyelonephritis  or  prosta- 
titis, many  cases  of  chronic  cysti- 
tis may  result  from  incomplete 
treatment  of  a simple,  acute  cysti- 
tis. For  this  reason,  it  is  being 
increasingly  recommended  that 
appropriate  antibacterial  therapy 
in  full  dosage  be  maintained  for 
up  to  two  weeks  or  longer. 

Most  frequently,  the  dominant 
pathogen  is  gram-negative,  usu- 
ally E.  coli;  most  often,  you  will 
find  Gantanol®  (sulfamethox- 
azole) effective  against  E.  coli 
and  other  sensitive  organisms— 
gram-positive  and  gram-negative 
—commonly  seen  in  cystitis  and 
other  urinary  tract  infections. 
Wide  clinical  usage  of  Gantanol 
has  confirmed  the  efficacy  of  this 
wide-spectrum  antimicrobial 
agent  in  the  treatment  of  cystitis. 

The  rapidity  of  bacterial  mul- 
tiplication in  a favorable  urinary 
environment  is  well  known. 
Prompt  control  of  acute  bladder 
infection  is  therefore  essential 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Acute  and  chronic  urinary 
tract,  respiratory  and  soft  tissue  infec- 
tions due  to  susceptible  microorganisms; 
prophylactically  following  diagnostic  in- 
strumental procedures  on  genitourinary 
tract. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  or  newborn  infants  dur- 
ing first  3 months  of  life. 

Warnings:  Use  only  after  critical  ap- 
praisal in  patients  with  liver  or  renal 
damage,  urinary  obstruction  or  blood 
dyscrasias.  Deaths  reported  from  hy- 
persensitivity reactions,  Stevens-Johnson 
syndrome,  agranulocytosis,  aplastic  ane- 
mia and  other  blood  dyscrasias.  In  closely 
intermittent  or  prolonged  therapy,  blood 
counts  and  liver  and  kidney  function  tests 
should  be  performed.  Clinical  data  insuf- 
ficient on  prolonged  or  recurrent  therapy 
in  chronic  renal  diseases  of  children  un- 
der 6 years. 

Precautions:  Occasional  failures  may  oc- 
cur due  to  resistant  microorganisms.  Not 
effective  in  virus  and  rickettsial  infec- 
tions. Sulfonamides  not  recommended 


not  only  to  reduce  the  patient’s 
discomfort  but  to  prevent  chron- 
icity  and  possible  ascending  in- 
fection. 

Gantanol  (sulfamethoxazole) 
provides  antibacterial  activity 
within  two  hours  of  the  initial  2- 
Gm  dose,  and  subsequent  1-Gm 
doses,  taken  morning  and  eve- 
ning, maintain  therapeutic  blood 
and  urine  levels  lasting  up  to  12 
hours.  Significant  symptomatic 
response  is  frequently  achieved 
within  24  to  48  hours  in  acute, 
uncomplicated  cystitis  and  other 
responsive  urinary  tract  infec- 
tions. In  addition,  Gantanol  is 
usually  well  tolerated.  Should 
prolonged  therapy  be  required, 
the  convenient  b.i.d.  dosage  helps 
to  minimize  the  problem  of 
skipped  doses. 

Over  eight  years’  clinical  use 
has  thoroughly  demonstrated  the 
qualities  that  make  Gantanol  a 
good  choice  for  initial  therapy  of 
most  urinary  tract  infections,  in- 
cluding acute  cystitis. 


for  therapy  of  acute  infections  caused  by 
group  A beta-hemolytic  streptococci.  At 
present,  penicillin  is  drug  of  choice  in 
acute  group  A beta-hemolytic  streptococ- 
cal infections;  although  Gantanol  has 
produced  favorable  bacteriologic  conver- 
sion rates  in  this  infection,  data  insuffi- 
cient on  long-term  follow-up  studies  as  to 
its  effect  on  sequelae  of  rheumatic  fever 
or  acute  glomerulonephritis.  If  other 
treatment  cannot  be  used  and  Gantanol 
is  employed  in  such  infections,  important 
that  therapy  be  continued  in  usual  rec- 
ommended dosage  for  at  least  10  days. 
Observe  usual  sulfonamide  therapy  pre- 
cautions, including  adequate  fluid  intake. 
Use  with  caution  if  history  of  allergies 
j and/ or  asthma.  Follow  closely  patients 
with  renal  impairment  since  this  may 
cause  excessive  drug  accumulation.  Need 
for  indicated  local  measures  or  surgery 
not  obviated  in  localized  infections. 

Adverse  Reactions:  Depending  upon  the 
severity  of  the  reaction,  may  withdraw 
drug  in  event  of  headache,  nausea,  vomit- 
ing, urticaria,  diarrhea,  hepatitis,  pancre- 
atitis, blood  dyscrasias,  neuropathy,  drug 

I fever,  Stevens-Johnson  syndrome,  skin 
rash,  injection  of  the  conjunctiva  and 
sclera,  petechiae,  purpura,  hematuria  and 
| crystalluria. 


Gantanol 

(sulfamethoxazole) 

assures  rapid, 
sustained, 
antibacterial 
activity  with 
b.i.d.  dosage 


GantanorBm 

(sulfamethoxazole) 


Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 
Nutley.  New  Jersey  07110 


A little  Hygroto 

fZ.  chlorthalidone 


NY- 6674 


the  way  from  one  daily  tablet  to  the  next 
help  control  edema  and  hypertension 

prolonged  action  usually  provides  smooth,  sustained  diuretic 
sctiveness;  real  one-a-day  dosage,  right  from  the  start;  convenience 
i economy. 

groton,  chlorthalidone,  can  cause  side  effects.  And  it's  contra- 
icated  in  hypersensitivity  to  the  drug  and  severe  renal  and 
oatic  diseases. 


3ck  the  prescribing  information.  It's  summarized  on  the  next  page. 
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A little  Hygrotoif  can  work  a long  diuretic  day 

chlorthalidone 


Indications:  Hypertension  and  many 
types  of  edema  involving  retention  of 
salt  and  water. 

Contraindications:  Hypersensitivity 
and  most  cases  of  severe  renal  or 
hepatic  diseases. 

Warning:  With  the  administration  of 
enteric-coated  potassium  supplements, 
which  should  be  used  only  when  ade- 
quate dietary  supplementation  is  not 
practical,  the  possibility  of  small-bowel 
lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind. 
Surgery  for  these  lesions  has  been 
required  frequently  and  deaths  have 
occurred.  Discontinue  enteric-coated 
potassium  supplements  immediately  if 
abdominal  pain,  distention,  nausea, 
vomiting,  or  gastrointestinal  bleeding 
occur. 

Use  with  caution  in  pregnant  women 
and  nursing  mothers  since  the  drug 
may  cross  the  placental  barrier  and 
appear  in  cord  blood  and  since  thia- 
zides may  appear  in  breast  milk.  The 
drug  may  result  in  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which 
have  occurred  in  the  adult.  When  used 
in  women  of  childbearing  age,  balance 
benefits  of  drug  against  possible  haz- 
ards to  fetus. 


Precautions:  Anti  hypertensive  therapy 
with  this  drug  should  always  be  initi- 
ated cautiously  in  postsympathectomy 
patients  and  in  patients  receiving 
ganglionic  blocking  agents,  other 
potent  antihypertensive  drugs  or 
curare.  Reduce  dosage  of  concomitant 
anti  hypertensive  agents  by  at  least 
one-half.  Because  of  the  possibility  of 
progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated. 
Discontinue  if  the  BUN  rises  or  liver 
dysfunction  is  aggravated.  Hepatic 
coma  may  be  precipitated. 

Electrolyte  imbalance,  sodium  and/or 
potassium  depletion  may  occur.  If 
potassium  depletion  should  occur  dur- 
ing therapy,  the  drug  should  be  dis- 
continued and  potassium  supplements 
given,  provided  the  patient  does  not 
have  marked  oliguria. 

Take  special  care  in  cirrhosis  or  severe 
ischemic  heart  disease  and  in  patients 
receiving  corticosteroids,  ACTH,  or 
digitalis.  Salt  restriction  is  not 
recommended. 

Adverse  Reactions:  Nausea,  gastric 
irritation,  vomiting,  anorexia,  consti- 
pation and  cramping,  dizziness,  weak- 
ness, restlessness,  hyperglycemia, 
glycosuria,  hyperuricemia,  headache, 
muscle  cramps,  orthostatic  hypoten- 


sion, which  may  be  potentiated  when 
chlorthalidone  is  combined  with  bar- 
biturates, narcotics  or  alcohol,  aplastic 
anemia,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  impotence, 
dysuria,  transient  myopia,  skin  rashes, 
urticaria,  purpura,  necrotizing  angiitis, 
acute  gout,  and  pancreatitis  when 
epigastric  pain  or  unexplained  G.l. 
symptoms  develop  after  prolonged 
administration.  Other  reactions  re- 
ported with  this  class  of  compounds 
include:  jaundice,  xanthopsia,  pares- 
thesia, and  photosensitization. 
Average  Dosage:  50  or  100  mg.  with 
breakfast  daily  or  100  mg.  every  other 
day. 

Availability:  White,  single-scored  tab- 
lets of  100  mg.  and  aqua  tablets  of  50 
mg.,  in  bottles  of  100  and  1000. 
(B)46-230-E 

For  full  details,  please  see  the 
complete  prescribing  information. 


Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York  10502 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Sunday,  March  9,  1969, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  10:00  A.M.,  Richard  O.  Flynn, 
M.D.,  President-Elect,  presiding  as  Acting  Chairman. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  of  this  Association  held  January  12,  1969,  as 
amended,  recording  an  “affirmative”  vote  (previously 
erroneously  reported  “negative”),  by  Deward  G.  Moody, 
M.D.,  in  the  matter  of  approval  of  Proposition  No.  1 
recommended  by  the  Building  Committee. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  reported  that  to  date  this  year  subscriptions 
to  the  ArMPAC  membership  totalling  460  had  been  re- 
ceived. This  is  somewhat  less  than  the  total  recorded 
last  year.  A very  large  portion  of  this  total  represents 
members  of  Maricopa  County  Medical  Society.  They 
have  yet  to  hear  from  the  remaining  county  societies 
who  will  be  contacted  and  requested  to  forward  con- 
tributions. The  Chairman  reviewed  efforts  being  made 
to  obtain  a speaker  for  the  annual  ArMPAC  Banquet 
scheduled  to  be  held  April  24,  1969.  It  is  the  hope  an 
announcement  will  be  forthcoming  shortly.  RECEIVED. 
Safari  Building,  Scottsdale  — Lease  Extension 

Reported  that  the  lease  of  the  Safari  Building,  Suite 
201,  4601  North  Scottsdale  Road,  Scottsdale,  Arizona, 
occupied  by  the  Central  Office  Headquarters  of  this 
Association,  has  been  extended  from  August  1,  1969 
to  February  28,  1970,  mutually  agreeable  by  both 
parties.  RECEIVED. 

Financial  Report 

Accepted  the  report  of  the  Treasurer  covering  the 
month  of  February,  1969.  “Income”  ($63,390.94  (total 
Income  received  — 1969,  $157,075.89),  reflecting  an 
“under-budget”  of  $103,549.11  (1969  Budget  $260,- 
625.00).  “Expenditures”  $16,941.16  (total  Expenditures 
— 1969,  $34,246.49),  reflecting  an  “under-budget”  of 
$226,378.51  (1969  Budget  $260,625.00). 

On  recommendation  of  the  Treasurer,  the  following 
Resolution  was  approved  by  the  Board  of  Directors 
of  this  Association,  to  be  introduced  in  the  House  of 
Delegates  of  the  Association  at  the  time  of  the  forth- 
coming Annual  Meeting: 

WHEREAS,  Resolution  No.  14,  adopted  in  1964,  com- 
mitted the  interest  earned  on  savings  accounts  to 
be  credited  to  the  Scholarship  Fund;  and 
WHEREAS,  the  Building  Fund  was  not  then  an  exist- 
ing account;  and 

WHEREAS,  the  Association  must  use  every  available 


financial  resource  in  meeting  the  present  building 
commitments;  therefore  be  it 
RESOLVED,  that  this  House  of  Delegates  go  on  record 
specifically  exempting  the  interest  earned  by  the 
Building  Fund  and  that  this  interest  be  applied  to 
the  present  building  program,  retroactive  to  the 
establishment  of  the  Building  Fund. 

1970  Budget  of  Appropriations  — Resolution 

Approved  for  introduction  in  the  House  of  Delegates 
of  this  Association  in  Annual  Meeting  next,  by  its  Board 
of  Directors,  resolution  providing  for  the  1970  Calendar 
Year  Budget  of  Income  ($234,080.00)  and  Expenditures 
($227,420.00),  providing  for  a Contingency  Fund  ($6,- 
660.00);  and  establishing  the  Annual  Dues  of  the  Asso- 
ciation (for  1970)  of  $100.00  for  Active  members,  and 
$5.00  for  Subscription  to  the  Arizona  Medicine  Journal 
(totaling  $105.00),  the  same  as  in  1969. 

Opinion  Survey 

Authorized  the  payment  of  the  balance  of  $200.00  due 
the  Bruce  Merrill  Company  in  connection  with  the  opin- 
ion survey  conducted  relating  to  the  subject  of  “abor- 
tion.” Expenditure  to  be  financed  out  of  Public  Relations 
Appropriation. 

LEGISLATIVE  COMMITTEE 

S.B.  69  — H.B.  32  — H.B.  172  Therapeutic  Abortion 

Reaffirmed  the  position  of  this  Association  approving 
and  supporting  the  passage  of  legislation  which  would 
liberalize  the  indications  under  which  a therapeutic 
abortion  may  legally  be  performed. 

H.B.  87  Medical  Research  and  Studies 

This  measure,  providing  for  the  confidentiality  of 
hospital  records,  sponsored  by  this  Association,  has  its 
full  support  and  approval. 

H.B.  89  - H.B.  215  - S.B.  64  Title  XIX 
Medical  Assistance 

Reaffirmed  the  position  of  this  Association  in  support 
of  the  Title  XIX  concept  and  its  implementation  within 
the  financial  ability  of  Arizona;  however,  it  does  not 
approve  H.B.  89  as  introduced  into  the  29th  Legislature, 
First  Regular  Session,  on  January  23,  1969.  This  Asso- 
ciation continues  to  recognize  the  need  for  improving 
the  medical  and  hospital  services  for  the  indigent  in 
the  State.  It  would  urge  that  a more  adequate  Title  XIX 
plan  be  developed. 

S.B.  28  — H.B.  90  Motor  Vehicle  Operator  — 

Consent  to  Blood  Test 

Approved,  with  the  recommendation  that  appropriate 
action  be  taken  to  insure  that  each  driver,  upon  receiv- 
ing a hcense  to  drive,  agrees  to  submit  to  the  withdrawal 
of  blood  for  blood  alcohol  testing  upon  the  request  of 
a law  enforcement  officer  and,  failing  to  do  so,  that 
his  driver’s  license  automatically  be  revoked;  further, 
that  the  doctors,  as  a medical  matter  want  it  understood 
that  the  blood  level  alcohol  test  can  be  very  useful  in 
dealing  with  presumptions,  but  must  never  be  taken  as 
proof  because  different  people  of  different  size,  age 
and  drinking  habits  can  be  quite  differently  affected 
by  precisely  the  same  amount  of  alcohol. 

S.B.  42  Nursing 

Inasmuch  as  there  are  at  least  one  or  more  areas  of 
this  Bill  that  we  do  not  favor,  and  inasmuch  as  we  have 
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no  way  of  knowing  whether  or  not  there  will  be  any 
amendments,  that  this  Board  of  Directors  (of  the  Ari- 
zona Medical  Association)  states  that  even  though  it 
realizes  the  necessity  for  an  up-dating  and  revision  of 
the  present  Nursing  Practices  Act,  it  does  not  support 
S.B.  42. 

The  principal  concern  of  the  Medical  Association  with 
the  present  bill  is  the  fact  that  it  eliminates  unlicensed 
practical  nurses.  The  Medical  Association  feels  there  are 
too  many  of  the  sick  and  elderly  who  have  “attendants” 
for  this  to  be  a prudent  step. 

S.B.  66  Clinical  Laboratories 

This  bill  deals  with  the  licensing  and  regulating  of 
clinical  laboratories.  Recognizing  there  is  a difference 
in  opinion,  it  is  the  majority  feeling  that  individual 
physicians  and  their  own  laboratories  be  excluded,  a 
small  minority  of  the  Association  membership  comprising 
pathologists  being  not  in  favor  of  it. 

H.B.  273  Pharmacy 

Approves  and  suports  H.B.  273  which  repeals  the 
current  law  and  enactment  of  comprehensive  laws  relat- 
ing to  pharmacy. 

H.B.  305  Health  Related  Facilities 

Approves  H.B.  305  which  provides  for  the  licensing 
and  regulating  of  other  homes  — nursing  and  domiciliary 
care  facilities,  etc. 

S.B.  152  Uniform  Anatomical  Gift  Act 

Supports  S.B.  152  in  its  present  form. 

S.B.  132  Phenylketonuria  Test  of  Newborn  Children 

Continues  to  oppose  compulsory  legislative  PKU  test- 
ing, but  continues  to  encourage  vigorously  the  voluntary 
pursuit  thereof. 

Professional  Liability  Insurance 

Counsel  reports  that  study  is  being  given  to  the  de- 
velopment of  legislation  designed  to  relieve  the  unfavor- 
able professional  liability  experience  with  a view  of 
introduction  in  the  Second  Regular  Session  of  the  Arizona 
State  Legislature. 

Privileged  Communication 

Counsel  reports  that  studies  are  being  completed  like- 
wise with  a view  of  preparing  legislation  for  introduction 
next  year  relating  to  Privileged  Communication  with 
special  attention  to  the  psychiatrists. 

Legislative  Procedure  — Communication 

Counsel  outlined  a course  of  procedure  as  regards 
legislation,  suggesting  how  best  to  use  staff  in  the 
Central  Office,  the  lawyer,  the  Legislative  Committee, 
develop  one  or  several  methods  of  communication  with 
the  membership  and  the  Legislature,  and  arrange  for 
necessary  meetings,  etc. 

It  was  regularly  moved  and  carried  that  this  proposal 
be  placed  in  the  lap  of  the  Executive  Committee  and 
let  it  come  to  the  Board  with  some  specific  recommen- 
dations; and  that  the  Executive  Committee  be  directed 
to  implement  these  suggestions  as  forthwithly  as  possible. 

It  was  regularly  moved  and  carried  that  the  actions  of 
this  Board  regarding  legislation  be  mailed  out  promptly 
to  the  members  as  a supplement  to  Medical  Memos,  and 
such  other  mailings  indicated  as  may  be  decided  by  the 
Executive  Committee  and  counsel  (to  legislators  as  they 
may  determine). 

Drug  Removal  from  Market 

As  directed  by  the  Board  of  Directors  in  meeting 


held  January  12,  1969,  Dr.  Jarrett  prepared  a resolution 
which  is  set  forth  below,  together  with  accompanying 
letters  all  of  which  was  circulated  among  the  membership 
of  the  Board  for  review  and  approval.  Not  having 
received  a disapproval  within  the  five  days  allotted 
therefor  as  provided,  the  resolution  and  letter  were 
approved. 

WHEREAS, 

1.  the  Food  and  Drug  Administration  (FDA)  has 
recently  published  notices  in  the  Federal  Regis- 
ter of  proposed  action  whereby  certain  drugs 
may  be  removed  from  the  market  which  prac- 
ticing physicians  have  used  widely  with  bene- 
ficial results  for  a number  of  years;  and 

2.  the  proposed  action  is  based  upon  the  recom- 
mendation of  panels  of  the  National  Academy  of 
Sciences-National  Research  Council,  Drug  Effi- 
cacy Study  Group  (NAS/NRC)  and  apparently 
without  the  benefit  of  consultation  with  practic- 
ing physicians  who  have  used  the  drugs;  and 

3.  if  there  is  to  be  a meaningful  evaluation  of 
these  drugs  in  addition  to  considering  the  panel 
reports,  the  FDA  also  should  make  a thorough 
investigation  to  obtain  pertinent  data  and  opin- 
ions from  the  practicing  physicians  who  have 
used  the  drugs;  and 

4.  notices  published  in  the  Federal  Register  are 
not  an  adequate  means  for  obtaining  such  data 
and  opinions;  now  therefore  be  it 

RESOLVED, 

that  the  Arizona  Medical  Association,  Inc.,  would 
disapprove  of  the  removal  of  the  drugs  referred 
to  above  from  the  market  on  the  basis  of  NAS/NRC 
panel  reports  and  without  a thorough  investigation 
of  the  FDA  to  obtain  pertinent  data  and  opinions 
from  practicing  physicians  who  have  used  the  drugs; 
and  be  it  further 
RESOLVED, 

that  the  Food  and  Drug  Administration  is  hereby 
requested  to  take  approporiate  action  to  institute 
a thorough  investigation  to  obtain  such  data  and 
opinions  from  practicing  physicians  who  have  used 
the  drugs;  and  be  it  further 
RESOLVED, 

that  the  representatives  of  the  State  of  Arizona 
in  the  United  States  Congress  are  hereby  requested 
to  introduce  appropriate  legislation  to  amend  the 
Federal  Food,  Drug  and  Cosmetic  Act  to  insure 
that  the  Food  and  Drug  Administration  conducts 
such  an  investigation  in  similar  circumstances  be- 
fore proceeding  to  remove  a drug  from  the  market; 
and  be  it  further 
RESOLVED, 

the  the  Secretary  of  The  Arizona  Medical  Associa- 
tion, Inc.,  is  hereby  directed  to  send  copies  of  this 
resolution  to: 

1.  The  American  Medical  Association  and  request 
that  that  organization  adopt  a similar  resolution; 
and 

2.  Congressmen  representing  the  State  of  Arizona 
in  the  United  States  Congress  and  request  them 
to  sponsor  such  legislation;  and 
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3.  The  Federal  Food  and  Drug  Administration  and 
request  them  to  institute  appropriate  action  to 
conduct  a thorough  investigation  to  obtain  perti- 
nent data  and  opinions  from  practicing  physicians 
who  have  used  the  drugs  referred  to  above. 

It  was  regularly  moved  and  carried  that  this  Board  of 
Directors  introduce  this  resolution  in  the  House  of  Dele- 
gates of  this  Association  at  its  next  Annual  Meeting,  di- 
recting that  a similar  resolution  be  introduced  in  the 
House  of  Delegates  of  the  American  Medical  Association 
at  its  Annual  Meeting  July  next. 

PROFESSIONAL  COMMITTEE 

Code  Arrest 

Adopted  the  following  resolution: 

WHEREAS, 

not  all  persons  who  die  die  of  a cardiac  arrest;  and 
WHEREAS, 

those  who  do  die  of  a true  cardiac  arrest  have  a 
right  to  receive  all  lifesaving  measures  as  may  be 
appropriate;  therefore  be  it 
RESOLVED, 

whether  to  call  or  not  to  call  a “Code  Arrest”  (and 
its  inherent  lifesaving  activities)  on  a patient  must 
be  a clinical  decision  dependent  on  the  following: 

1.  A pre-code  arrest  rapport  and  decision  making 
between  the  physician,  patient  and/or  family; 

2.  The  capability  of  the  hospital,  medical,  musing 
and  technical  staffs  to  respond  to  these  emergen- 
cies at  the  appropriate  time;  and 

3.  The  clinical  judgment  of  the  attending  physician 
based  on  the  condition  of  the  patient;  and  be  it 
further 

RESOLVED, 

that  the  operating  procedures  and  release  must  be 
worked  out  by  the  medical  staff  and  administration 
of  the  individual  hospitals  and  based  on  their  co- 
operative ability  to  react. 

TB  Skin  Tests  by  School  Nurses 

At  the  request  of  the  Board  of  Directors  in  meeting 
held  January  12,  1969,  counsel  was  requested  and  did 
review  the  suggested  answers  to  certain  questions  raised 
by  the  Arizona  State  Nurses’  Association  over  action  of 
the  State  Board  of  Education  by  resolution  adopted  Sep- 
tember 30,  1968,  authorizing  school  nurses  to  administer 
TB  skin  tests  to  certificated  personnel. 

Approved  recommendation  of  the  Professional  Com- 
mittee regarding  this  subject  that  its  previous  recommen- 
dation be  unaltered  by  counsel  opinion. 

AAGP  Steering  Committee 

Robert  I.  Cutts,  M.D.,  Chairman  of  the  Section  on 
Mental  Health  of  the  Professional  Committee  of  this 
Association  accepts  designation  as  ArMA  representative 
to  membership  of  the  Steering  Committee  of  AAGP. 
RECEIVED. 

PUBLIC  RELATIONS  COMMITTEE 

Robins  Community  Service  Award 

Following  review  of  nominations  received  from  Co- 
chise County  Medical  Society  (Robert  E.  Montgomery, 
M.D.  [Douglasl,  Graham  County  Medical  Society  (Fred- 
erick W.  Knight,  M.D.  ISaffordl,  and  Maricopa  County 
Medical  Society  (Wallace  A.  Reed,  M.D.  [Phoenix!, 
elected  Frederick  W.  Knight,  M.D.  to  receive  the  A.  H. 
Robins  Company’s  Community  Service  Award. 


Student  AMA 

1 he  Student  American  Medical  Association  solicits 
ArMA’s  sustaining  membership  contribution  ($100.00) 
in  SAMA  for  the  year  1969. 

Considerable  discussion  ensued  as  regards  a recent 
meeting  of  the  Deans  of  all  Medical  Schools  held  in 
Chicago  at  the  Palmer  House.  It  was  reported  that  cer- 
tain members  of  the  SHO  (Student  Plealth  Organization) 
attended  and  took  over  by  force  the  meeting  displaying 
conduct  unbecoming  a professional  medical  student.  Ref- 
erence was  also  made  to  the  delivery  of  a paper  by  the 
President  of  SAMA  at  the  annual  meeting  of  the  AMA 
in  San  Francisco  last  year  to  the  displeasure  of  the  House 
of  Delegates. 

It  was  determined  not  to  forward  any  contribution  at 
this  time,  but  to  address  a letter  to  SAMA  informing  it 
of  this  Association’s  concern  as  regards  such  conduct  in 
anticipation  of  a response. 

Medicare 

The  Board  of  Directors  of  the  Arizona  Academy  of 
General  Practice  in  meeting  held  February  2,  1969,  had 
before  it  for  review,  a resolution  of  the  Florida  Academy 
of  General  Practice  relating  to  medications  under  Medi- 
care referable  to  injection  of  vitamins  and  other  suppor- 
tive emperic  and  specific  treatments  by  injection,  unless 
stated  as  not  being  tolerated  by  mouth.  The  Arizona 
Academy  of  General  Practice  through  its  Board  of  Direc- 
tors endorsed  the  action  of  the  Florida  resolution,  for- 
warding a copy  to  ArMA  requesting  it  to  take  appropri- 
ate action.  TABLED. 

Cardiopulmonary  Resuscitation  Program 

The  Arizona  Heart  Association  advises  that  it  has  been 
carrying  out  a training  and  retraining  program  in  the 
area  of  Cardiopulmonary  Resuscitation  for  physicians 
and  medically  related  groups  since  1962.  It  now  plans  to 
submit  a proposal  to  the  Arizona  Medical  Program  for 
funds  to  continue  and  expand  its  program  on  a more 
comprehensive  basis  throughout  the  State  of  Arizona. 
Endorsement  is  sought.  Dr.  Flynn  advised  that  this  letter 
was  received  in  February.  The  committee  that  looks  into 
these  met  after  the  letter  was  received  and  the  Commit- 
tee of  the  Arizona  Regional  Medical  Program  had  ap- 
proved this  already  so  that  he  did  not  think  an  endorse- 
ment at  this  time  is  going  to  be  of  much  help.  EN- 
DORSE WITHOUT  FINANCIAL  OBLIGATION. 

Optometry 

The  Arizona  Ophthalmological  Society  advised  that 
Arizona  physicians  recently  received  a letter  from  the 
Arizona  Optometric  Association  quoting  a recent  ruling 
of  the  Judicial  Council  of  the  American  Medical  Associa- 
tion that  “a  doctor  of  medicine  may  refer  his  patients  to 
a qualified  and  ethical  optometrist  solely  for  optometric 
care.”  The  members  of  the  Arizon  Ophthalmological  So- 
ciety, a society  composed  of  physicians,  members  of  the 
Arizona  Medical  Association,  and  duly  trained  in  their 
recognized  specialty  of  complete  ocular  medical  care, 
feel  it  necessary  to  point  out  a more  recent  clarification 
of  the  Judicial  Council  ruling.  The  Judicial  Council  add- 
ed that  before  referring  a patient  for  optometric  testing 
a physician  would  be  remiss  if  he  did  not  first  determine 
if  the  patient’s  symptoms  were  due  to  ocular  medical 
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pathology.  Complete  ocular  medical  care  for  the  people 
of  Arizona  is  important  to  all  of  us  as  physicians.  It  feels 
that  any  real  or  imagined  shortages  in  health  manpower 
should  not  be  used  to  excuse  shortcuts  in  proper  and 
complete  medical  eye  care.  RECEIVED. 

Home  Maintenance  Dialysis  Training  Program 

Good  Samaritan  Hospital  (Phoenix)  seeks  the  endorse- 
ment of  this  Association  in  its  proposed  application  for  a 
grant  from  the  Arizona  Regional  Medical  Program 
through  the  Kidney  Center  of  the  hospital  which  would 
provide  a program  for  the  integration  of  home  mainte- 
nance dialysis  into  the  community.  The  objectives  of  the 
project  would  be  to  (1)  meet  the  patients’  and  families’ 
immediate  need  for  technical  knowledge  and  emotional 
support;  (2)  provide  education  of  public  health  nurses  in 
the  technical  and  emotional  aspects  of  home  dialysis; 
(3)  provide  education  of  physicians  in  the  technical  and 
emotional  aspects  of  home  dialysis  care;  and  (4)  promote 
education  of  nurses  for  more  responsible  positions 
through  long-term  training  programs  in  cooperation  with 
the  College  of  Nursing,  Arizona  State  University,  Tempe, 
Arizona.  APPROVED  ENDORSEMENT. 

JCAH  Conference 

Dr.  Robert  E.  T.  Stark,  ArMA  representative,  in  at- 
tendance at  the  conference  on  Provisional  Standards  for 
Hospital  Accreditation  held  in  Chicago,  February  10  and 
11,  1969,  submits  report.  RECEIVED. 

A second  meeting  has  been  called  for  Friday,  March 
21,  1969,  to  be  held  at  the  Lakeshore  Club  in  Chicago.  A 
meeting  of  preparation  will  be  held  at  AMA  Headquart- 
ers, March  20,  1969.  It  was  determined  to  ask  Dr.  Stark 
to  attend  these  meetings  and  present  for  discussion, 
among  other  things,  the  three  JCAH  hospital  procedures 
set  forth  in  Resolution  No.  52  introduced  by  the  Cali- 
fornia Delegation,  adopted  by  the  AMA  House  of  Dele- 
gates in  Clinical  Convention  (1968). 

Professional  Liability  Insurance 

Discussion  enused  regarding  the  recent  turn  of  events 
wherein  the  15%  premium  deviation  has  been  withdrawn 
associate  with  the  Professional  Liability  Insurance  pro- 
gram of  the  Hawaiian  Insurance  and  Guaranty  Co.,  Ltd. 
It  was  reported  that  Mr.  Charles  Fisher  of  the  Armada 
Assurance  Agency,  Inc.,  appeared  before  the  Executive 
Committee  yesterday  reporting  the  development. 

It  was  regularly  moved  and  carried  that  this  matter  be 
referred  to  counsel  for  investigation  and  report  at  the 
next  meeting  of  the  Board. 

OCHAMPUS 

Authorized  the  renewal  of  the  OCHAMPUS  Contract 
No.  DADA04-69-0-0010  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services)  for  the  term  April  1, 
1969  to  March  31,  1970,  subject  to  the  approval  of  the 
Medical  Economics  Committee  meeting  Sunday  next. 
MEETING  ADJOURNED  AT  4:00  P.M. 

John  P.  Heileman,  M.D. 

Secretary 


MEDICAL  ECONOMICS  COMMITTEE 

Meeting  of  the  Medical  Economics  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  Sunday,  March 
16,  1969,  in  the  Central  Office  of  the  Association,  Suite 
201,  Safari  Building,  3601  North  Scottsdale  Road,  Scotts- 


dale, Arizona,  convened  at  10:10  A.M.,  Ian  M.  Chesser, 
M.D.,  Chairman,  presiding. 

VNB  PROTOTYPE  PLAN  (KEOGH) 

Mr.  Roman  G.  Mislicky,  Assistant  Vice  President, 
Manager  — Professional  Services  Division,  Valley  Na- 
tional Bank,  and  Mr.  Kelsey  L.  Moline,  Manager,  Em- 
ployee Benefits  Division,  Valley  National  Bank,  on 
invitation  appeared  before  this  committee  for  the  pur- 
pose of  presenting  for  discussion  the  VNB  Prototype  Plan 
to  implement  the  Keogh  Plan  for  individual  physicians. 
Following  presentation,  each  submitted  to  questions.  It 
was  determined  to  request  Valley  National  Bank  to  sub- 
mit an  official  proposal  for  the  further  consideration  of 
the  members  of  this  Association. 

MR.  MISLICKY  AND  MR.  MOLINE  LEFT  THE 
MEETING  AT  THIS  POINT. 

PROFESSIONAL  LIABILITY 
INSURANCE 

Hawaiian  Insurance  and  Guaranty  Co.,  Ltd. 

Mr.  Charles  Fisher,  President  of  the  Armada  Assurance 
Agency,  was  present  on  invitation  for  the  purpose  of  in- 
forming the  members  of  this  committee  of  the  circum- 
stances surrounding  the  withdrawal  by  the  Hawaiian 
Insurance  and  Guaranty  Co.,  Ltd.,  the  15%  downward 
premium  deviation  which  request  was  recognized  and 
withdrawal  ordered  by  the  Arizona  Insurance  Depart- 
ment. 

MR.  FISHER  LEFT  THE  MEETING  AT  THIS 
POINT. 

College-University  Life  Insurance  Company 

The  Thomas  M.  Denham  and  Associates  Agency  of 
Denver,  Colorado,  presented  a professional  liability  in- 
surance proposal  which  could  be  made  available  to  the 
membership  of  this  Association,  a true  group  plan  requir- 
ing 90%  participation.  It  is  advised  that  such  coverage 
would  be  underwritten  by  the  College-University  Life 
Insurance  Company  of  America,  Indianapolis,  Indiana, 
with  admitted  assets  in  excess  of  $67,000,000.00.  It  is 
understood  this  program  has  been  submitted  to  both  the 
Colorado  Medical  Society  and  the  Indiana  State  Medical 
Association.  RECEIVED. 

CHAPTER  6 — LAWS  OF  1968  — 
WORKMEN'S  COMPENSATION 

Industrial  Commission  of  Arizona 

For  the  information  of  the  committee  members  under 
date  of  February  26,  1969,  the  Arizona  Supreme  Court 
handed  down  a Judgment  for  the  Petitioner  John  L. 
Ahearn  which  in  effect  continues  his  membership  on  the 
Industrial  Commission  of  Arizona.  Mr.  Ahearn  had  been 
replaced  with  the  enactment  of  the  new  law,  whose  term 
on  the  old  ICA  was  to  have  expired  January  8,  1972.  Fol- 
lowing the  court  decision  and  appointments  by  the  Gov- 
ernor confirmed  by  the  Senate,  the  current  ICA  com- 
prises the  following:  Frank  G.  Murphy  (1/8/70);  Richard 
E.  Bailey  (1/8/71);  John  L.  Ahearn  (1/8/72);  Robert  W. 
Knox  (1/8/73);  Bruce  C.  Thoeny  (1/8/74). 

ICA  Hearing 

In  accord  with  action  of  the  Medical  Economics  Com- 
mittee in  meeting  held  January  19,  1969,  a letter  was 
forwarded  to  Mr.  Bruce  C.  Thoeny,  Chairman  of  ICA, 
seeking  an  opportunity  to  confer  with  members  of  the 
ICA  relating  to  matters  of  mutual  concern  as  regards  the 
practice  of  medicine  involving  industrial  cases.  By  letter 
dated  February  13,  1969,  Mr.  Thoeny  advised  that  until 


ARIZONA  MEDICINE 


such  time  as  the  Commission  is  relocated,  and  the  com- 
missioners are  able  to  formulate  facts  and  arrive  at  con- 
clusions, it  is  very  difficult  to  establish  a date  for  hearing 
requested.  Possibly  within  the  next  three  to  six  months 
the  new  Commission  will  be  adequately  organized  and 
oriented.  Mr.  Thoeny  assured  this  committee  that  a 
definite  date  will  be  set  for  the  hearing  as  early  as  pos- 
sible. It  is  suggested  to  expedite  its  compilation  of  facts 
for  discussion  when  the  hearing  is  held,  that  the  com- 
mittee forward  any  information  or  pertinent  facts  as- 
sembled to  substantiate  any  proposal  it  may  be  intending 
to  place  before  the  committee. 

Physician  Survey 

The  Board  of  Directors  of  this  Association  in  meeting 
held  July  14,  1968,  directed  the  Medical  Economics 
Committee  to  proceed  to  negotiate  further  with  the  In- 
dustrial Commission  of  Arizona  as  regards  adjustment  to 
the  existing  fee  schedule  in  line  with  the  usual,  custom- 
ary and  reasonable  fee  concept.  It  was  suggested  that  a 
survey  be  undertaken  among  those  doctors  doing  the 
bulk  of  Workmen’s  Compentation  work  seeking  informa- 
tion and  data  regarding  charges  and  their  attitude  toward 
fees  currently  being  paid;  also,  their  philosophy  as  re- 
gards working  under  a fee  schedule.  It  was  agreed  that 
Mr.  Robinson  would  contact  Dr.  Walter  V.  Edwards,  Jr., 
of  the  Industrial  Commission  in  an  endeavor  to  ascertain 
the  names  of  those  doctors  of  medicine  handling  the 
major  portion  of  the  Workmen’s  Compensation  cases  and 
proceed  with  contact  to  ascertain  the  information  de- 
sired. 

ICA  Insurance  Forms 

Discussion  ensued  regarding  the  unfavorable  if  not 
impossible  position  the  doctor  of  medicine  is  being  placed 
in  currently  by  directive  of  the  Industrial  Commission  of 
Arizona  requiring  the  notification  of  all  interested  parties 
as  regards  the  patient  seeking  treatment,  the  result  of  an 
alleged  Workmen’s  Compensation  injury.  It  was  pointed 
out  that  in  most  instances  the  patient  does  not  know  who 
the  insurance  carrier  of  his  employer  is.  As  a matter  of 
fact,  frequently  the  employer’s  staff  is  not  familiar  with 
the  name  of  the  carrier.  All  this  creates  additional  work, 
confusion,  and  misunderstanding.  It  is  the  attitude  of 
many  doctors  that  tire  report  should  go  to  ICA  and  that 
body  should  know  the  name  of  the  employer  and  the 
name  of  the  insurance  carrier  and  could  satisfactorily 
forward  copies  of  the  medical  report  as  required.  Effort 
will  be  made  to  convince  the  ICA  that  this  should  be  the 
policy  of  procedure. 

OCHAMPUS  CONTRACT  DADA — 
04-69-C-0010 

Submitted  for  renewal  is  the  OCHAMPUS  Contract 
No.  DADA-04-69-C-0010  (Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services)  for  the  term  April 
1,  1969  to  and  including  March  31,  1970.  The  Board  of 
Directors  of  this  Association  in  meeting  held  March  9, 
1969,  authorized  execution  of  the  renewal  contract  sub- 
ject to  the  approval  of  this  committee.  Arizona  Blue 
Cross/Blue  Shield  advises  by  letter  dated  March  10, 
1969,  that  this  renewal  contract  has  been  reviewed  and 
it  finds  it  to  be  acceptable. 

It  was  regularly  moved  and  carried  that  the  OCHAM- 
PUS renewal  contract  in  question  be  renewed  for  an- 
other year. 


Meeting  adjourned  at  12:30  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


GOVERNMENTAL  SERVICES 

COMMITTEE 

Meeting  of  the  Governmental  Services  Committee  of 
The  Arizona  Medical  Association,  Inc.,  held  Sunday, 
March  2,  1969,  in  Suite  201,  4601  North  Scottsdale  Road, 
Scottsdale,  Arizona,  convened  at  10:12  A.M.,  William  B. 
Steen,  M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  December  8,  1968,  ap- 
proved as  distributed. 

INTERMEDIARY  — PART  A — 
ARIZONA  BLUE  CROSS 

Mr.  Yost  and  Dr.  Cannon  reported  on  the  tightening 
up  of  regulations  governing  ECFs.  It  was  stated  that  ad- 
mission to  an  ECF  is  based  solely  on  the  need  for  skilled 
nursing  services  on  a continuing  basis;  admission  on  any 
other  basis  would  not  be  paid  for  under  Medicare. 

It  was  regularly  moved  and  unanimously  carried  that 
Blue  Cross  be  asked  to  conduct  a study  into  compara- 
tive costs  and  services  offered  by  ECFs  and  hospitals 
in  the  state,  such  study  to  include  the  following  informa- 
tion. 

Information  About  ECFs 

1.  Number  of  registered  nurses  per  bed 

2.  Number  of  licensed  practical  nurses  per  bed 

3.  Number  of  aides  per  bed 

4.  Number  of  square  feet  per  patient  (assuming  100% 
occupancy) 

5.  Average  length  of  stay  by  diagnosis  (use  the  five 
most  common  diagnoses) 

6.  Size  of  ECF  requiring  a full-time  dietitian 

7.  Size  of  ECF  requiring  a full-time  physical  ther- 
apist 

8.  Cost  of  Utilization  Review  Committee 

9.  Cost  of  Medical  Records  Committee 

10.  Frequency  of  M.D.  visits 

11.  Cost  of  drugs  (use  the  five  most  commonly  pre- 
scribed drugs) 

Information  About  Hospitals 

1.  Charge  per  day  by  diagnosis  (use  the  five  most 
common  diagnoses) 

2.  Cost  per  day  by  age 

3.  Charge  per  day  for  intensive  care  units 

4.  A statement  as  to  what  Blue  Cross  is  doing  to  help 
ensure  efficient  utilization  of  staff 

Letters  are  to  be  written  to  the  Arizona  State  Depart- 
ment of  Health  and  to  the  Arizona  Hospital  Association 
urging  their  assistance  and  cooperation  with  Mr.  Yost  in 
this  effort. 

CARRIER  — PART  B — 

AETNA  LIFE  & CASUALTY  CO. 

Mr.  Blazek  reported  the  following  comparative  figures: 

1967  1968 

Total  payments  $10,861,471.00  $14,203,430.00 

Checks  issued  154,916  215,301 

Average  check  $ < 0.00  $65.95 

Mr.  Blazek  indicated  that  a SSA  report  revealed  that 
his  office  received  6/10  of  1%  of  all  the  claims  country- 
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wide,  which  matches  the  6/10  of  1%  of  the  national 
enrollment.  The  Arizona  office  pays  a higher  percentage 
of  claims  due  to  the  large  influx  of  winter  visitors. 

Mr.  Blazek  stated  that  57.6%  of  all  claims  during  1968 
were  paid  on  an  assignment  basis.  This  figure  includes 
hospital-based  physicians.  The  figure  would  be  53%  if 
hospital-based  physicians  were  excluded.  The  national 
averages  for  these  two  figures  were  67.3%  and  62.3% 
respectively.  Comment  was  made  that  25%  of  all  claims 
are  processed  in  4.6  calendar  days.  The  national  average 
is  10.8  days.  Fifty  percent  of  all  claims  are  processed  in 
7.5  days,  with  the  national  average  being  18.4  days. 
Seventy-five  percent  of  all  claims  are  processed  in  12.3 
days  with  the  national  average  being  32.6  days.  Aetna 
had  4.1%  of  pending  claims  over  30  days,  with  the  na- 
tional average  being  21.4%  pending  over  30  days. 

SECTION  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Dr.  Farnsworth  reported  that  Dr.  Melvin  Goodwin  has 
been  appointed  as  Director  of  the  Arizona  Health  Plan- 
ning Authority  effective  2/1/69. 

Dr.  Letoumeaux  asked  that  Dr.  Farnsworth  prepare  a 
set  of  guidelines  for  use  by  smaller  communities  wanting 
to  establish  a Comprehensive  Health  Planning  Group. 
Special  emphasis  should  be  placed  on  keeping  control  in 
the  hands  of  the  physicians. 

SECTION  ON  ECONOMIC  ASPECTS 
OF  MEDICARE 

Dr.  Caldwell  commented  on  Charlotte  Buchen’s  article 
on  rising  health  care  costs  published  on  February  9, 
1969,  in  The  Arizona  Republic. 

He  also  commented  that  the  results  of  the  current 
Medicare  survey  have  not  as  yet  been  tabulated.  A re- 
port will  be  made  at  the  next  meeting. 

SECTION  ON  MEDICAL  REVIEW 

Dr.  Caldwell  reported  on  the  two  meetings,  indicating 
that  only  a few  physicians  had  been  called  before  the 
committee.  Some  physicians  evidenced  a cooperative  at- 
titude, while  others  indicated  a lack  of  cooperation.  One 
case  might  result  in  legal  action  due  to  fraud. 

Dr.  Scott  indicated  that  the  primary  problem  seems  to 
be  overutilization,  seeing  patients  too  often,  administer- 
ing excessive  drugs,  and  ordering  excessive  lab  work  for 
the  diagnosis  given. 

Fees  have  not  been  a major  problem. 

SECTION  ON  OEO  PROGRAMS 

Dr.  Alexander  indicated  that  many  OEO  programs,  as 
we  presently  know  them,  will  be  reassigned  to  other  de- 
partments of  government  such  as  HEW  and  the  Labor 
Department. 

Dr.  Alexander  described  Dr.  Herbert  K.  Abrams’ 
Neighborhood  Health  Center  program  operated  in  con- 
junction with  the  College  of  Medicine.  Much  discussion 
ensued  on  the  various  facets  of  the  program.  It  was 
generally  agreed  that  more  specific  information  is  need- 
ed. It  was  recommended  that  Dr.  Alexander  and  Dr. 
Dudley  meet  with  Dr.  Abrams  for  clarification.  Dr. 
Abrams  is  also  to  be  asked  to  attend  the  next  meeting 
to  explain  the  program. 

SECTION  ON  REGIONAL 
MEDICAL  PROGRAM 

Dr.  Melick  reported  on  the  current  planning  staff.  It  is 
anticipated  that  the  Regional  Medical  Program  staff  in 


Arizona  will  increase  from  the  present  17  to  31  core  staff. 

Applications  for  the  following  projects  have  been  sub- 
mitted to  Washington  for  review: 

— Medical  Library  Program 

— Chronic  Pulmonary  Disease  Program. 

— College  of  Nursing  Continuing  Education. 

— Development  and  more  effective  utilization  of  the 
social  service  manpower  in  the  health  field. 

— Cardio-pulmonary  resuscitation  program. 

Future  programs  to  be  submitted  include: 

— Coronary  care  program  for  St.  Joseph’s  Hospital  in 
Phoenix. 

— A hospital-community  team  approach  to  the  de- 
livery of  a comprehensive  stroke  care  (St.  Mary’s  — 
Tucson). 

— Integration  of  home-maintenance  dialysis  patients 
into  the  community,  combined  with  a program  of 
continuing  education. 

— A state-wide  information  referral  and  consultation 
service,  and  a state  directory  of  health  and  rehabili- 
tation program  sources  for  the  health  and  allied 
health  field. 

— Community  coordinated  education  program  for 
nurses. 

— Development  of  an  organized  system  for  production 
and  distribution  of  nursing  care  oriented  video 
tapes. 

— Pilot  program  for  the  improved  control  of  diabetes 
in  the  Mexican-American  and  Indian  populations 
through  ethnic  diet  adaptation  and  education. 

SECTION  ON  TITLE  XIX 

Dr.  Reed  reported  for  Dr.  Stannard  as  follows: 

“The  Title  XIX  committee  met  on  February  2,  1969, 
for  the  purposes  of  reviewing  H.B.  89,  which  was  intro- 
duced on  January  23,  1969.  The  Bill  was  reviewed  in 
detail.” 

A discussion  ensued  regarding  tire  conflicting  positions 
of  the  Legislative  Committee’s  recommendation  to  the 
Board  of  Directors,  and  tire  recommendation  of  the  Sec- 
tion on  Title  XIX. 

“It  was  regularly  moved  and  unanimously  carried 
that  it  be  the  recommendation  of  the  Governmental 
Services  Committee  to  the  Board  of  Directors  that 
the  Arizona  Medical  Association  reaffirm  its  position 
in  support  of  the  Title  XIX  concept  and  its  imple- 
mentation within  the  financial  ability  of  Arizona; 
however,  it  does  not  approve  H.B.  89  as  introduced 
into  the  29th  Legislature,  First  Regular  Session,  on 
January  23,  1969. 

“The  Association  continues  to  recognize  tire  need 
for  improving  the  medical  and  hospital  services  for 
the  indigent  in  the  State.  It  would  urge  that  a more 
adequate  Title  XIX  plan  or  a more  adequate  totally 
state  supported  plan  than  now  exists  be  developed.” 

SECTION  ON  UTILIZATION  REVIEW 

Discussion  was  held  on  the  need  for  additional  educa- 
tional programs  on  the  function  of  Utilization  Review 
Committees.  It  was  determined  that  the  Chairman  of  this 
Section,  in  conjunction  with  Mr.  Don  Yost  of  Blue  Cross/ 
Blue  Shield,  develop  further  meetings.  These  meetings 
are  to  be  oriented  toward  specifics  of  how  to  run  a Utili- 
zation Review  Committee,  with  the  philosophy  of  utili- 
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zation  review  being  of  secondary  importance.  It  was 
suggested  that  a demonstration  type  presentation  be 
made. 

MEETING  ADJOURNED  12:45  P.M. 

John  P.  Heileman,  M.D. 
Secretary 


AD  HOC  BUILDING  COMMITTEE 

Meeting  of  the  Ad  PIoc  Building  Committee  of  The 
Arizona  Medical  Association,  Inc.,  held  Thursday,  April 
3,  1969,  in  the  Central  Office,  Suite  201,  4601  North 
Scottsdale  Road,  Scottsdale,  Arizona,  convened  at  7:20 
P.M.,  Robert  A.  Price,  M.D.,  Chairman,  presiding. 

BUILDING  FURNISHINGS 

It  was  regularly  moved  and  unanimously  carried  that 
Bruce  Robinson  is  authorized  to  proceed  with  purchas- 
ing the  necessary  furniture  and  equipment  as  he  deems 
appropriate. 

PERFORMANCE  BOND 

Discussion  ensued  on  the  advisability  of  eliminating 
the  contractor’s  performance  bond  in  order  to  save 
money.  It  was  agreed  that  a performance  bond  would 
be  required. 

COVERED  PARKING 

The  matter  of  providing  covered  parking  was  dis- 
cussed. It  was  determined  that  this  matter  should  wait 
until  after  the  prime  contract  is  let  so  that  a better 
evaluation  of  funds  would  be  available. 

POTENTIAL  CONTRACTORS 

Mr.  Michael  Defiel  suggested  seven  contractors,  in- 
dicating they  had  worked  for  Gonzales  Associates  in  the 


past  and  were  reputable.  They  are  as  follows: 

1.  Alien-Price  Construction  Co. 

2.  Gilbert  & Dolan,  Inc. 

3.  Hal  Grammar  Construction  Co. 

4.  E.  F.  Plargett  & Co. 

5.  Plomes  & Son  Construction  Co. 

6.  Johnson  & Son  Building  Co. 

7.  Scottsdale  Construction  Co. 

The  above  have  indicated  an  interest  in  doing  our 
building.  Mr.  Defiel  indicated  the  following  time  sched- 
ule: 

4/21  — Plans  out  to  bid 

5/9  — Bid  opening 

5/15  — Committee  meeting  to  choose  contractor 

Construction  to  start  seven  days  after  signing  construc- 
tion agreement.  Estimated  time  of  construction  to  be  five 
months. 

It  was  regularly  moved  and  unanimously  carried  that 
the  seven  contractors  be  invited  to  bid  on  our  project 
with  the  provision  that  Gonzales  Associates  be  permitted 
to  add  to  this  list  any  Tucson  contractors  who  they  feel 
are  reputable. 

PLAN  REVIEW 

Mr.  Defiel  reviewed  page  by  page  the  present  plans 
and  answered  many  questions. 

It  was  regularly  moved  and  unanimously  carried  that 
the  plans  be  accepted  as  presented  with  approval  for 
future  detail  changes. 

MEETING  ADJOURNED  AT  9:30  P.M. 

John  P.  Pleileman,  M.D. 

Secretary 


NOTES  — 6TH  NATIONAL  CANCER  CONFERENCE 

September  1968,  Denver 


A session  marked  by  a new  level  of  productivity  and  an  optimism  shown  by  the  research  personnel 
beyond  that  experienced  at  any  of  the  previous  six  sessions.  Darwin  W.  Neubauer,  M.D.  (Tucson) 

Cancer  is  a cellular  disease  with  the  cancer  cell  multiplying  and  invading  without  restriction.  It 
is  not  a case  of  abnormal  cell  reproduction  but  rather  abnormal  regulation  of  the  reproductive  proc- 
ess. This  is  an  inheritable  lesion  with  a breakdown  in  DNA  synthesis,  differentiation  and  in  control 
of  motility. 

In  the  life  cycle  of  the  cell  the  G-l  phase  controls  reproduction,  it  may  be  absent  in  rapid  prolifer- 
ation, although  this  is  rarely  true  in  neoplastic  cells.  In  the  adult,  cell  reproduction  is  at  a rate  de- 
pendent upon  the  organ  and  the  function  of  the  cells.  In  the  alimentary  tract  the  cells  are  being  re- 
placed constantly  but  at  different  rates  — the  duodenum  cells  are  replaced  every  17  hours,  the  G-l 
phase  is  7 hours,  die  rest  of  the  cycle  10  hours;  in  the  esophagus,  reproduction  is  every  181  hours, 
the  G-l  phase  is  171  hours,  the  rest  of  the  cycle  10  hours.  In  the  skin,  cells  are  reproduced  every 
1,000  hours,  the  G-l  phase  is  990  hours,  the  rest  of  the  cycle  taking  10  hours.  This  is  a self-regulatory 
process. 


Dr.  David  Prescott,  Ph.D.,  Professor  of  Developmental 
Biology,  University  of  Colorado  Graduate  School, 
Boulder,  Colorado 
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Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


9G0252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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COLLEGE  OF  NURSING 

UNIVERSITY  OF  ARIZONA 


Commemorating  the  new  College  of  Nursing 
adjoining  the  College  of  Medicine  to  become 
the  nucleus  of  the  health  sciences  complex  at 
the  University  of  Arizona. 
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COLLEGE  OF  NURSING  AT  THE  UNIVERSITY  OF  ARIZONA 


In  1956  the  Regents  authorized  the  establish- 
ment of  a School  of  Nursing  at  the  University 
of  Arizona  as  a division  of  the  College  of  Liberal 
Arts,  and  Mrs.  Pearl  P.  Coulter  was  named  Direc- 
tor. The  first  students  were  admitted  in  1957. 
In  1964  the  School  was  designated  a College  of 
Nursing,  and  Mrs.  Coulter  became  Dean.  On 
September  1,  1967,  Dr.  Gladys  Sorensen  was 
named  Dean  to  succeed  Airs.  Coulter,  who  re- 
tired from  her  administrative  position  but  who 
fortunately  continues  as  Professor  of  Nursing. 

Under  the  leadership  of  Dean  Coulter  and 
Dean  Sorensen,  the  College  of  Nursing  has  en- 
joyed rapid  growth  and  development.  From  an 
initial  enrollment  of  fifty-nine  students  in  the 
fall  of  1957,  the  number  enrolled  has  increased 
to  463  students  in  the  fall  semester  of  1968.  In 
1966-67  the  Board  of  Regents  authorized  the  of- 
fering of  a graduate  program  leading  to  the 
degree  of  Master  of  Science,  and  graduate 
courses  were  presented  for  the  first  time  in  the 
fall  of  1968.  Since  1961,  244  students  have  grad- 
uated and  during  the  past  two  years  alone  104 
students  have  received  the  Bachelor’s  degree  in 
Nursing  from  the  University  of  Arizona.  Of 
twenty-five  recent  graduates,  sixteen  or  approx- 
imately two-thirds  were  given  employment  in 
Arizona  and  the  rest  in  California,  New  Mexico, 
and  in  a graduate  school  in  another  state. 

The  new  College  of  Nursing  building,  repre- 
senting an  investment  of  nearly  $1,000,000,  was 
occupied  in  mid- June  1968  and  was  dedicated 
in  October  of  that  year.  Approximately  75  per 
cent  of  the  cost  of  financing  came  from  a Fed- 


eral grant.  Other  grants  contributed  significantly 
to  the  instructional  and  research  operations  of 
the  College.  For  example,  in  1966-67  the  sum  of 
$188,699  was  made  available  for  operations  from 
“outside”  sources.  These  grants  reflect  the  out- 
standing activity  of  the  faculty  of  the  College  of 
Nursing  in  research  and  wilting  and  in  programs 
for  public  service  and  for  improvement  of  health 
care,  particularly  in  Arizona,  the  Mountain  States 
and  the  Southwest  Region. 

In  the  light  of  these  figures  and  of  a report  in 
the  American  Journal  of  Nursing  in  July  1967, 
by  Robert  C.  Leonard,  to  the  effect  that  only 
ten  per  cent  of  the  nation’s  registered  nurses  are 
college  graduates,  only  two  per  cent  have  mas- 
ter’s degrees,  and  less  than  one  per  cent  have 
doctoral  degrees,  the  importance  of  this  new 
contribution  of  the  University  of  Arizona  to  the 
health  professions  is  evident.  Through  its  con- 
ferences, short  courses,  research,  and  the  educa- 
tion of  nursing  students,  the  College  has  already 
made  a significant  impact  upon  the  community 
and  the  State. 

The  College  of  Nursing  is  well  established  and 
enjoys  an  enviable  reputation  for  the  quality 
of  instruction  and  research  that  it  offers.  Its 
administrative  leadership  is  outstanding  and  its 
faculty  is  highly  competent  and  dedicated.  Grad- 
uates of  the  College  are  well  prepared  in  their 
understanding  of  and  response  to  the  increasing- 
ly important  role  of  the  nurse  in  contemporary 
society.  This  University  will  continue  to  do  its 
part  in  meeting  the  educational  needs  of  society 
for  nurses  and  the  health  care  that  they  provide 
in  this  rapidly  changing  State  and  nation. 
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Public  Health  Nursing 
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Leadership  Nursing 
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Miss  Jacqueline  Barth 
Instructor 

Maternal  and  Child  Nursing 


Miss  Martha  Ann  Burkhardt 
Instructor 
Introduction  to  Nursing 


Mrs.  Patricia  Ann  Dempsey 
Instructor 


Public  Health  Nursing 
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Ludemann 
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Mrs.  Lillian 
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Assistant  Professor 

Leadership 
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Assistant  Professor 
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Child  Nursing 


Mrs.  Virginia  J. 
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Associate  Professor 

Medical-Surgical 

Nursing 


Mrs.  Emily  Jean  Snider 
Instructor 
Introduction  to  Nursing 


Mrs.  Mary  Shields 
Associate  Professor 
Nursing  Evaluation 


Miss  Nellie  T.  Redwood 
Associate  Professor 
Psychiatric  Nursing 
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Associate  Professor 
Public  Health  Nursing 
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Miss  Evelyn  Searle 
Instructor 
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Assistant  Professor 
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Assistant  Professor 
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EARLY  ACTIVITIES  FOR  COLLEGIATE  NURSING  EDUCATION  IN  ARIZONA 


MRS.  HAZEL  SHIELDS,  CHAIRMAN, 
HISTORY  OF  NURSING  IN  ARIZONA 

MRS.  HAZEL  BENNETT,  EXECUTIVE  DIRECTOR, 
ARIZONA  STATE  NURSES’  ASSOCIATION 


By  1949,  thirty-seven  years  after  Arizona  had 
attained  statehood,  the  total  population  of  the 
state  was  only  745,000  which  is  less  than  the 
number  of  persons  now  living  in  Phoenix  alone. 
There  were  approximately  1,700  Registered 
Nurses  licensed  and  practicing  in  the  “baby” 
State.  The  prime  source  of  nurse  supply  was 
those  nurses  educated  in  and  attracted  from 
other  States.  During  the  nine  years  prior  to 
1949,  four  thousand  R.N.s  had  been  licensed 
for  the  first  time  in  the  State  and  of  this  number 
only  354  had  been  prepared  in  Arizona’s  five 
hospital  schools  of  nursing. 

Some  of  these  nurses  coming  from  other 
States  had  received  their  basic  nursing  educa- 
tion in  college  and  university  settings.  Others 
had  been  enrolled  in  colleges  and  universities 
for  varying  periods  after  having  been  licensed 
as  R.N.s.  It  was  these  nurses  primarily  who 
were  interested  in  promoting  collegiate  educa- 
tion for  nursing.  They  were  convinced  of  the 
benefits  derived  from  an  educational  experience 
in  such  settings.  The  trend  nation  wide  was 
toward  the  establishment  of  basic  nursing  pro- 
grams in  universities  and  colleges. 

For  several  years  prior  to  1949,  Nurse  Educa- 
tors, the  Arizona  State  Nurses’  Association,  the 
State  League  of  Nursing  Education,  the  State 
Board  of  Nurse  Examiners  and  the  State  Board 
of  Health  had  from  time  to  time  discussed  the 
establishment  of  a basic  collegiate  nursing  pro- 
gram. Arizona  State  College  at  Tempe  and  the 
University  of  Arizona  had  both  expressed  keen 
interest  in  the  issue,  but  were  hesitant  to  pro- 
ceed unless  there  was  clear  evidence  that  such 
a program  was  needed  and  feasible. 

There  was  in  existence  by  1948  what  was 
known  as  the  “Nursing  School  Advisory  Com- 
mittee” which  was  composed  of  representatives 
of  the  organizations  mentioned  above  plus  rep- 
resentation from  several  other  interested  organ- 


izations and  agencies.  With  assistance  and  sup- 
port from  this  committee,  Good  Samaritan  Hos- 
pital School  of  Nursing  did  have  what  was  then 
known  as  an  “affiliation”  with  Arizona  State 
College.  This  five  year  program  consisted  of 
one  year  in  “pre-nursing”  liberal  arts  at  Arizona 
State  College,  3 years  and  graduation  from  Good 
Samaritan  at  which  time  State  Boards  were 
taken,  then  another  year  at  Arizona  State  Col- 
lege. There  were  no  nursing  courses  provided 
during  the  fifth  year  either,  yet  the  college 
catalogue  advertised  a “collegiate  nursing  pro- 
gram” granting  the  B.S.  degree  with  a major  in 
nursing,  when  in  fact,  no  nursing  department 
existed.  Such  arrangements  were  prevalent  at 
this  time,  but  their  educational  merits  were  be- 
ing more  and  more  questioned. 

At  a meeting  in  June,  1949  of  this  Advisory 
Committee  with  the  Presidents  of  all  the  Uni- 
versities and  Colleges  in  the  State,  an  effort  was 
made  to  establish  a state-wide  policy  where-by 
each  College  would  give  a straight  2 years  credit 
towards  the  B.S.  degree  for  the  3 years  spent  in 
a diploma  program.  It  was  determined  that  this 
was  the  prerogative  of  each  College  and  there 
is  no  evidence  that  this  recommendation  was 
accepted  by  any  one  of  the  institutions  of  higher 
learning. 

The  continuing  interest  of  the  various  groups 
came  to  a head  in  November,  1949  when  it  was 
realized  that  in  order  to  make  a valid  recom- 
mendation for  a basic  collegiate  program,  it 
would  be  necessary  to  have  more  facts  regard- 
ing the  existing  nursing  situation.  A request  was 
sent  to  the  United  States  Public  Health  Service 
for  a consultant  to  assist  Arizona  in  making  a 
comprehensive  survey. 

Early  in  1950,  Miss  Margaret  Arnstein,  Chief 
of  the  Division  of  Nursing  Resources,  United 
States  Public  Health  Service,  spent  three  weeks 
in  Arizona.  Assisted  by  Executive  and  Advisoiy 
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Committees  plus  seven  “working"  technical  sub- 
committees an  unusual  comprehensive  survey 
of  needs,  resources  and  supply  was  completed. 
Among  the  recommendations  made  were:  (1) 
that  the  greatest  need  was  for  a program  in  gen- 
eral nursing  education  and  nursing  administra- 
tion for  graduate  registered  nurses,  (2)  that 
action  to  establish  a basic  collegiate  school  of 
nursing  be  deferred  until  such  time  as  a suffi- 
cient number  of  faculty  and  members  of  the 
supervisory  personnel  have  been  prepared  for 
participation  in  such  a program,  (3)  that  the 
existing  five  diploma  schools  be  improved,  (4) 
that  hospitals  study  nursing  service  activities  in 
an  effort  to  provide  more  adequate  clinical  prac- 
tice situations. 

Prior  to  this  time,  there  had  apparently  been 
only  one  venture  to  offer  continuing  nursing 
education  to  practicing  R.N.s.  This  consisted  of 
two  intensive  ‘on-the-job’  courses  in  Ward  Man- 
agement and  Ward  Teaching  and  Teaching  and 
Supervision,  each  consisting  of  45  hours.  Both 
courses  were  given  in  October  and  November, 
1946  at  St.  Mary’s  Hospital  School  of  Nursing, 
Tucson.  The  instructor  was  Julia  M.  Miller,  Dean 
of  the  School  of  Nursing;  Emory  University, 
Georgia.  Almost  90  R.N.s  attended  the  two 
courses. 

In  an  effort  to  assist  in  the  improvement  of  the 
existing  nursing  schools,  the  State  Board  of  Nurse 
Examiners  created  a new  position,  Supervisor 
of  Nursing  Education,  and  Miss  Lucia  Allyn 
(now  Airs.  Clarence  Robbins  of  Tucson)  was 
recruited  and  began  employment  in  September 
1950. 

All  R.N.s  were  surveyed  at  the  time  of  license 
renewal  in  1950  to  determine  the  most  desired 
continuing  education  courses.  It  was  found  that 
Public  Health  Nursing  was  most  in  demand  and 
arrangements  were  made  with  the  University  of 
Colorado  School  of  Nursing  to  conduct  on  an  ex- 
tension basis,  “Principles  of  Public  Health  Nurs- 
ing for  Graduate  Nurses.”  Mrs.  Pearl  Parvin 
Coulter,  who  was  then  Director  of  Public  Health 
Nursing  at  the  University  of  Colorado,  assist- 
ed by  two  Arizona  nurses,  Mrs.  Hazel  Shields 
and  Mrs.  Ruth  Branconi,  instructed  the  classes 
which  met  for  two  hours  each  week  with  one  of 
the  Assistants  and  six  hours  each  month  with 
Mrs.  Coulter  during  the  period  September,  1951 
to  December,  1951,  Four  semester  credits  were 
earned  by  the  more  than  70  enthusiastic  R.N.s 
who  took  the  course. 


In  March,  1954  Dr.  Margaret  Bridgeman,  Con- 
sultant to  the  Department  of  Baccalaureate  and 
Higher  Degree  Programs,  National  League  for 
Nursing,  spent  two  weeks  in  Arizona  visiting 
educational  institutions  and  hospitals  and  con- 
sulting with  all  groups  interested  in  nursing  edu- 
cation. The  initial  request  for  consultation  was 
made  by  Dean  Robt.  Hannelly,  Phoenix  College, 
and  extension  of  services  to  other  institutions  was 
arranged  by  the  Board  of  Nursing.  Dr.  Bridge- 
man’s  report  states,  “There  is  no  question  of  the 
need  in  Arizona  as  elsewhere  for  collegiate  edu- 
cation for  Nursing.”  However,  she  cautioned  re- 
garding the  need  for  adequate  financial  support, 
the  difficulties  which  would  undoubtedly  be  en- 
countered in  securing  a qualified  dean  and  other 
faculty.  “Unless  or  until  an  excellent  school  can 
be  assured,  it  might  be  preferable  for  Arizona  to 
provide  scholarships  for  selected  students  to  at- 
tend collegiate  programs  in  other  States  — as 
through  the  W I C H E program.”  Her  recom- 
mendation was  that  “if  the  development  of  col- 
legiate education  is  undertaken,  all  support  and 
effort  should  be  concentrated  upon  one  school 
for  the  present  and  expand  to  two  only  as  student 
demand  justifies.”  She  felt  that  hospital  facilities 
were  apparently  available  in  both  places,  but 
more  limited  in  Tucson  than  in  Phoenix. 

Margaret  Arnstein  returned  to  Arizona  in  Oc- 
tober, 1954  for  the  purpose  of  determining  the 
progress  made  in  carrying  out  the  recommenda- 
tions based  on  the  1950  survey.  She  was  most  im- 
pressed by  the  progress  which  had  been  made  in 
the  interim. 

In  October,  1954,  the  General  Assembly  of  the 
Arizona  State  Nurses’  Association  passed  a reso- 
lution “to  do  whatever  possible  to  help  achieve 
fully  accredited  courses  and  the  establishment 
of  a Department  of  Nursing  Education  in  our 
State  College  and/or  University.” 

In  December,  1954,  the  Board  of  Nursing  sent 
a letter  to  the  Board  of  Regents  of  State  Colleges 
and  Universities,  pointing  up  the  need  for  a col- 
legiate program  in  nursing. 

Among  the  recommendations  for  action  formu- 
lated as  a result  of  Arizona’s  White  House  Con- 
ference on  Education  as  published  in  February, 
1956,  is  found  the  following:  “A  basic  collegiate 
program  in  nursing,  coordinated  within  the  two 
largest  schools  of  the  State,  Tucson  and  Tempe, 
should  be  established  at  once.  Competent  sur- 
veys have  fully  established  the  need,  most  of  the 
facilities  already  exist,  and  the  cost  will  be  less 
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in  relation  to  the  great  benefit  that  will  accrue  to 
our  State.” 

The  first  annual  convention  of  the  Arizona 
League  for  Nursing  was  held  in  March,  1956, 
and  one  of  the  first  actions  taken  was  passage  of 
a resolution  “to  send  facts  and  figures  to  the 
Board  of  Regents  indicating  the  need  for  a col- 
legiate School  of  Nursing  in  the  State”. 

In  the  minutes  of  the  September,  1956,  meet- 
ing of  the  Coordinating  Council  of  the  Arizona 
League  for  Nursing  - Arizona  State  Nurses’  As- 
sociation, a special  committee  with  equal  repre- 
sentation from  Arizona  League  for  Nursing,  Ari- 
zona State  Nurses’  Association  and  the  Board  of 
Nursing  was  appointed  for  the  sole  purpose  of 
promotion  of  a collegiate  nursing  program  in  the 
State.  Materials  were  prepared  and  sent  to  ad- 
ministrative personnel  at  both  the  University  of 
Arizona  and  Arizona  State  University  and  the 
Nursing  Education  consultant  to  the  State  Board 
of  Nursing  visited  the  Presidents  of  Arizona  State 
University  and  the  University  of  Arizona  to  ex- 
plain the  urgency.  Other  nurses  contacted  in- 
dividual members  of  the  Board  of  Regents  and 
influential  persons  in  the  State  were  contacted 
for  public  support. 

The  concentrated  efforts  of  many  interested 
groups  and  individuals  bore  fruit  when  in  De- 
cember, 1956,  it  was  announced  that  the  Board 
of  Regents  had  approved  the  establishment  of 
two  collegiate  programs  in  nursing  — one  at 
the  University  of  Arizona  and  the  other  at  Ari- 
zona State  University. 

In  January,  1957,  the  University  of  Arizona 
submitted  preliminary  materials  to  the  Board  of 
Nursing  and  the  consultation  visit  by  the  Board 
was  made  in  February.  The  application  of  the 
School  of  Nursing,  University  of  Arizona,  Tuc- 
son, for  initial  accreditation  of  its  tentative  pro- 
gram and  facilities  was  received  and  granted 
through  action  taken  by  the  Board  of  Nursing  in 
April,  1957.  At  the  same  time,  it  was  announced 
by  University  of  Arizona  President,  Dr.  Richard 
Harvill,  that  Mrs.  Pearl  Parvin  Coulter  had  been 
appointed  Director  of  the  School  of  Nursing. 
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THE  FIRST  DECADE 

PEARL  PARVIN  COULTER 
PR0FEES0R  OF  NURSING 
AND  DEAN  EMERITUS 


The  baccalaureate  nursing  program  at  The 
University  of  Arizona  was  called  into  existence 
in  response  to  manifest  need.  The  1954  and  1955 
files  contain  correspondence  between  Dr.  Robert 
Nugent  and  Miss  Dylis  Salisbury,  Executive  Sec- 
retary and  Counselor,  Arizona  State  Nurses’  As- 
sociation, Mrs.  Frieda  B.  Erhardt,  Executive  Sec- 
retary, Arizona  State  Board  of  Nurse  Registration 
and  Nursing  Education,  Mrs.  Margaret  Maleady, 
President,  Arizona  State  Nurses’  Association,  and 
other  nursing  leaders  in  the  State,  presenting  Ari- 
zona’s need  for  baccalaureate  education  in  nurs- 
ing and  including  information  to  support  this 
need.  There  are  also  letters  from  Dr.  Helen 
Nahm,  Miss  Eleanor  Helm,  and  Dr.  Margaret 
Bridgeman,  employees  of  the  National  League 
for  Nursing,  in  response  to  questions  regarding 
higher  education  for  nurses. 

A letter  dated  December  2,  1958  to  Dr.  Nugent 
from  Mrs.  Maleady  included  a copy  of  the  resol- 
ution unanimously  adopted  by  the  membership 
of  the  Arizona  State  Nurses’  Association  during 
the  closing  session  of  the  recent  annual  meeting: 

Whereas,  Nurses  recognize  the  importance 
of  higher  learning  as  well  as  un- 
derstanding and  nursing  ability, 
and 

Whereas,  Further  education  is  the  desire  of 
many  nurses  and  this  education  is 
not  available  in  Arizona  at  the 
present  time,  and 

Whereas,  The  Arizona  White  House  Con- 
ference has  issued  a resolution 
requesting  that  the  Board  of  Re- 
gents take  immediate  action  to- 
ward the  establishment  of  a basic 
collegiate  program  in  nursing  co- 
ordinated with  the  two  largest 
State  schools  at  Tucson  and 


MAY,  1969 


423 


Tempe;  therefore  be  it 
Resolved,  That  the  members  of  this  Associa- 
tion do  whatever  we  can  to  stimu- 
late interest  in  and  encourage  the 
establishment  of  a collegiate  pro- 
gram in  Arizona. 

A November  1,  1954  document  entitled  “Pro- 
posal for  the  Establishment  of  a Collegiate 
School  of  Nursing  at  The  University  of  Arizona” 
constituted  a report  of  progress  to  the  Board  of 
Regents  of  the  University  and  State  Colleges  pre- 
sented by  President  Richard  Harvill  regarding 
the  steps  which  The  University  of  Arizona  had 
taken  in  response  to  the  well  documented  need 
for  the  preparation  of  a group  of  nurses  with  the 
potential  for  nursing  leadership  including  the 
1952  proposal  for  “the  establishment  of  a col- 
legiate school  of  nursing  at  the  University”  made 
to  the  Executive  Committee  and  subsequently 
referred  to  the  Board  July  7,  1952.  No  action  was 
taken  because  of  the  pending  “survey  of  the 
University  and  State  College  by  some  outside 
agency.”  The  1954  proposal  was  changed  to  in- 
clude certain  recommendations  made  apparent 
by  the  report  issued  by  Dr.  Margaret  Bridgeman, 
consultant  of  the  National  League  for  Nursing, 
resulting  from  her  March,  1954,  survey  visit. 

The  new  proposal  explained  the  differences  in 
philosophy,  goals,  and  curriculum  between  the 
diploma  and  the  baccalaureate  school  of  nursing. 
It  reviewed  the  cooperative  arrangement  be- 
tween hospital  schools  and  the  State  institutions 
of  higher  learning  in  Arizona  in  which  credit  was 
allowed  for  the  diploma  in  nursing.  This  arrange- 
ment had  been  effective  for  some  time  having 
been  initiated  at  The  University  of  Arizona  in 
1943-44,  Arizona  State  College,  1944-45,  and  at 
Flagstaff  in  1949-50. 

The  assets  at  The  University  of  Arizona  as  a 
suitable  setting  for  a baccalaureate  program  in 
nursing  included  strong  departments  in  basic 
sciences,  the  already  established  College  of 
Pharmacy,  and  a clinical  facility  at  Tucson  Medi- 
cal Center  which  was  not  already  supporting  its 
own  school.  The  document  ended  with  five 
recommendations,  the  first  of  which  was : 

{ i ) That  a four -year  program  ( four  aca- 
demic years  plus  about  twenty  units  in 
summer  sessions)  leading  to  the  degree 
of  Bachelor  of  Science  in  Nursing  be 
established  at  The  University  of  Ari- 
zona beginning  with  the  academic  year 
1955-38, 


It  included  a tentative  curriculum  and  budget 
and  envisioned  an  enrollment  of  150  when  the 
full  four-year  program  was  implemented.  Even 
though  Arizona  was  at  that  time  the  only  state 
in  the  union  with  no  basic  baccalaureate  pro- 
gram in  nursing,  the  proposal  was  deemed  pre- 
mature and  it  was  not  until  the  fall  of  1956  that 
President  Harvill’s  recommendation  for  initiation 
of  the  program  for  the  year  1957-58  was  approv- 
ed. The  guidelines  prepared  by  the  National 
League  for  Nursing  recommended  that  a director 
or  dean  be  appointed  a year  prior  to  accepting 
students  in  a new  program  and  so  a search  was 
started  to  secure  personnel  needed  if  students 
were  to  be  enrolled  in  September,  1957.  Dean 
Henrietta  Loughran  at  the  University  of  Colo- 
rado was  committed  to  assisting  new  schools 
within  the  range  of  her  resources.  She  approved 
the  release  of  Mrs.  Pearl  Parvin  Coulter  for  one 
semester  to  help  with  curriculum  planning,  stu- 
dent recruitment,  and  the  procurement  of  a more 
permanent  director.  Mrs.  Coulter,  a Professor  of 
Nursing  and  Director  of  Public  Health  Nursing 
at  the  University  of  Colorado,  was  appointed 
February  1,  1957.  Her  first  assignment  took  her 
to  San  Francisco  to  represent  The  University  of 
Arizona  School  of  Nursing  at  the  organization 
meeting  of  the  Nursing  Council  of  the  Western 
Interstate  Commission  for  Higher  Education. 

From  the  beginning  the  program  enjoyed  sup- 
port from  nurses  and  allied  professional  groups 
in  the  Tucson  area  and  throughout  the  State  and 
without  the  willingness  of  hospital  and  health 
agencies  to  make  their  facilities  available  for 
clinical  teaching,  it  could  never  have  been  start- 
ed because  The  University  of  Arizona  had  no 
clinical  facility  of  its  own. 

At  the  end  of  the  spring  semester  the  Director 
had  not  succeeded  in  replacing  herself.  She  saw 
potential  in  The  University  of  Arizona  program 
so  she  decided  to  resign  from  the  University  of 
Colorado  and  bend  her  efforts  toward  develop- 
ing the  new  program. 

The  seven  months  between  appointment  of 
the  Director  and  the  admission  of  the  first  stu- 
dents were  utilized  in  the  basic  organization  of 
the  school,  including  a study  of  existing  courses 
available  in  related  departments,  developing  a 
nursing  curriculum,  securing  approval  of  the 
program  by  the  State  Board  of  Nursing,  inter- 
preting baccalaureate  nursing  to  interested 
groups  and  individuals,  and  interviewing  pros- 
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pective  students  and  faculty  members.  A secre- 
tary and  one  instructor  were  appointed.  Fifty- 
nine  students  enrolled  the  first  semester  1957-58. 
Forty-two  were  full-time  preservice  students, 
which  exceeded  the  conservative  prediction  of 
twenty-five.  A part-time  teaching  assistant  was 
recruited.  According  to  plan,  only  beginning 
freshman  students  were  accepted.  The  original 
School  of  Nursing  curriculum  included  an  intro- 
ductory clinical  nursing  course  so  it  was  neces- 
sary to  have  seven  laboratory  sections  in  clinical 
nursing  superimposed  on  a hospital  that  had 
hitherto  had  no  nursing  students.  Tucson  Medi- 
cal Center  was  the  only  clinical  facility  utilized 
the  first  year.  Each  subsequent  year  a new  Fresh- 
man class  entered  and  the  beginners  in  the  previ- 
ous year  moved  up.  The  second  year  it  was  nec- 
essary to  teach  Introduction  to  Nursing  to  the 
new  freshmen  and  Maternal  and  Child  Nursing 
to  the  sophomores.  The  fourth  year,  1961,  was 
memorable  because  it  was  at  this  point  that  the 
entire  curriculum  was  implemented.  This  addi- 
tion of  a new  class  each  year  also  made  it  neces- 
sary to  increase  the  nursing  faculty  to  include 
nurses  prepared  in  the  various  nursing  special- 
ties. 

Adjustments  Made  by  Related  Departments 

While  it  was  the  policy  generally  to  make  use 
of  already  available  courses  in  related  sciences, 
changes  were  inevitable  in  some  of  these  depart- 
ments and  their  faculties  seemed  interested  in 
the  needs  of  nursing  students  and  willing  to 
make  certain  adjustments  which  might  be  to 
the  advantage  of  nursing  students  as  well  as 
other  students  with  some  interest  in  the  health 
services.  A year’s  chemistry  course  was  develop- 
ed including  organic  and  biological  chemistry  in 
the  second  semester.  It  has  been  of  interest  to 
a wide  range  of  students  who  need  a basic 
understanding  of  chemistry  but  do  not  plan  to 
major  in  chemistry.  Human  cadavers  replaced 
the  cat  in  the  anatomy  laboratory  for  demonstra- 
tion purposes  which  gave  beginning  anatomy 
students  a much  more  realistic  concept  of  size 
and  placement  of  organs  in  the  human  body. 
Later  a course  in  Medical  Sociology  became 
available.  Because  so  much  of  the  nursing  curri- 
culum (about  fifty  percent)  was  composed  of 
liberal  arts  courses,  it  was  decided  that  the  same 
organizational  pattern  would  be  followed  for 
nursing  that  had  been  effective  for  Pharmacy.  It 
was  started  in  the  College  of  Liberal  Arts  with 
the  expectation  that  when  it  had  gained  enough 


vitality  it  would  become  a college.  From  Febru- 
ary, 1957,  until  July  1,  1964,  the  program  profit- 
ed by  the  guiding  hand  of  Dean  Roy.  This  place- 
ment in  the  University  structure  was  probably  an 
important  factor  in  the  integration  of  the  curri- 
culum, the  students,  and  the  faculty  into  the  total 
University  community. 

Accreditation 

The  nursing  faculty  was  concerned,  during  the 
early  years,  because  the  program  was  not  ac- 
credited. It  was  not  eligible  for  accreditation 
from  the  National  League  for  Nursing  until  it 
had  fully  implemented  its  curriculum.  This 
meant  that  the  earliest  possible  date  for  accredi- 
tation would  be  the  spring  of  1961.  To  this  end 
the  faculty  undertook  an  assignment  of  self  study 
and  evaluation  during  1959  and  1960  to  prepare 
themselves  to  complete  the  application  form  for 
an  accreditation  visit  early  in  1961.  It  was  their 
hope  and  expectation  that  accreditation  could  be 
secured  prior  to  the  graduation  of  the  first  basic 
class  May  31,  1961.  The  application  was  com- 
pleted and  the  visitors  were  here  March  26 
through  March  31,  1961.  They  studied  the  faculty 
report,  reviewed  the  curriculum,  met  with  Uni- 
versity officials,  administrators  from  the  institu- 
tions providing  clinical  facilities,  and  with  stu- 
dents. In  general  their  comments  were  construc- 
tive and  encouraging  and  when  they  left  we 
believed  that  they  would  present  a favorable  re- 
port to  the  review  committee.  On  May  6,  1961 
the  good  news  of  full  accreditation  of  the  nurs- 
ing program  by  the  National  League  for  Nursing 
reached  Tucson  and  the  first  class  had  the  ad- 
vantage of  graduating  from  an  accredited  school. 

Curriculum  Development 

Developing  a new  educational  program  in  any 
area  is  not  easy.  It  may  be  a little  harder  in 
nursing  because  it  not  only  represents  newness 
in  the  institution  that  has  decided  to  foster  it, 
but  it  also  represents  an  innovation  in  the  prepa- 
ration of  nurses;  a move  from  the  service-center- 
ed hospital  to  the  education-centered  university. 
It  represents  the  development  and  emphasis  of 
theory  with  validation  of  theory  in  the  laboratory 
which  is  the  clinical  practice  setting.  It  requires 
the  reorientation  of  practitioners  of  nursing,  al- 
lied health  professionals,  and  the  general  public. 
Because  no  classical  pattern  has  emerged  and 
been  tested  by  time  it  requires  experimentation, 
innovation,  and  evaluation. 

During  the  first  ten  years  the  faculty’s  ideas 
about  a baccalaureate  program  in  nursing  ma- 
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tured  and  from  time  to  time  changes  were  made. 
However,  they  never  lost  sight  of  the  fact  that 
the  program  must  rest  on  a sound  scientific  foun- 
dation, that  nursing  must  be  intellectualized 
before  it  can  find  its  best  expression  in  service, 
and  that  the  patient  must  remain  the  main  target 
for  nursing  service. 

Space  Needs 

The  space  needs  of  the  nursing  program  may 
have  been  a factor  in  helping  to  integrate  it  into 
the  total  campus  life.  While  community  agencies 
provided  the  laboratory  facilities  for  the  clinical 
teaching  of  nursing  it  was  necessary  to  have 
classrooms  on  the  campus  and  to  provide  offices 
for  the  growing  faculty. 

The  Director’s  first  office  was  in  the  College  of 
Liberal  Arts  conference  room;  by  September  the 
two  faculty  members  and  the  secretary  were 
housed  in  a small  psychology  laboratory  in  the 
new  Biological  Sciences  Building. 

The  following  year  four  faculty  members  had 
offices  in  one  of  the  Marshall  Apartments.  In 
November,  1959,  quarters  adequate  for  the  entire 
staff  were  available  in  the  new  Home  Economics 
Building.  Three  years  later  four  faculty  members 
had  offices  in  the  stadium  and  later  a building 
on  Sixth  Street  which  had  formerly  served  as  a 
real  estate  office  was  rented  and  by  1967  it  pro- 
vided office  space  for  ten  faculty  members  and  a 
secretary.  The  quarters  in  the  Home  Economics 
Building  were  hopelessly  outgrown.  This  led  to 
the  application  for  federal  matching  funds  for  a 
College  of  Nursing  Building.  The  application 
was  filed  with  the  Department  of  Health,  Educa- 
tion, and  Welfare,  Construction  Grants  Section, 
November,  1965.  In  October,  1966,  word  came 
that  the  building  project  had  been  funded  which 
insured  the  nursing  students  and  faculty  of  ade- 
quate space  in  which  to  implement  their  pro- 
gram for  the  years  ahead. 

Educational  Opportunities  and  Services 
for  Registered  Nurses 

While  the  main  thrust  of  the  nursing  program 
at  The  University  of  Arizona  has  been  the  devel- 
opment of  the  basic  degree  program,  the  needs 
of  the  practitioner  of  nursing  and  the  plight  of 
the  graduate  of  the  diploma  program  in  nursing 
who  has  changed  her  educational  goals  have  not 
been  overlooked.  There  is  evidence  that  the 
problem  of  college  and  university  credit  for 
graduates  of  hospital  schools  of  nursing  has  been 
a recurring  subject  in  Arizona  for  the  past  thirty 
years.  Memoranda  in  the  files  dating  from  1938 


deal  with  this  subject.  Apparently  in  1949  the 
three  state  institutions  of  higher  learning  in  Ari- 
zona sent  representatives  to  a meeting  in  Phoenix 
to  attempt  to  give  the  hospital  schools  of  nursing 
some  indication  of  the  credit  which  their  grad- 
uates could  expect.  The  three  institutions  did  not 
reach  agreement  regarding  the  amount  of  credit 
which  they  would  allow  for  the  three-year  diplo- 
ma program  in  nursing.  The  number  of  semester 
units  of  credit  allowed  appears  to  have  ranged 
from  sixteen  units  (about  one  semester)  to  forty 
six  units  (about  three  semesters).  To  the  regis- 
tered nurse  who  measures  the  credit  against  the 
time  equation,  the  three  years  she  spent  in  her 
training  school,  this  seems  meager;  to  the  aca- 
demic community  accustomed  to  accepting  in 
transfer  only  credit  from  a comparable  institution 
offering  courses  with  essentially  equivalent  con- 
tent and  quality  of  teaching,  allowing  any  credit 
other  than  that  established  by  examination  seems 
over  generous. 

Though  The  University  of  Arizona  had  agreed 
to  approve  sixteen  units  of  technical  credit  for 
nurses  who  had  graduated  from  a diploma  pro- 
gram in  nursing  provided  that  they  had  gradu- 
ated from  high  school  prior  to  entering  the 
school  of  nursing,  a decision  was  made  that  for 
a ten-year  transition  period  after  the  nursing 
program  was  initiated  a maximum  of  thirty-six 
units  of  credit  would  be  granted  based  on  an 
evaluation  of  transcript.  This  plan  was  made 
despite  the  evident  national  trend  toward  dim- 
inishing the  amount  of  credit  given  and  the  grow- 
ing number  of  baccalaureate  programs  that  no 
longer  accepted  the  registered  nurse  with  any 
transfer  credit. 

Since  there  had  been  no  specific  professional 
nursing  education  at  the  baccalaureate  level,  it 
was  apparent  that  practitioners  of  nursing  in 
Arizona  had  had  very  little  opportunity  to  keep 
their  practice  updated  in  a period  when  tech- 
nology was  developing  rapidly  and  demands  for 
nursing  services  were  far  in  excess  of  available 
nurses  to  perform  the  services.  Thus  nurses  were 
presented  with  the  twin  dilemma  of  the  struggle 
against  obsolescence  and  unrelenting  demands 
for  increased  services.  This  problem  was  so 
urgent  that  it  seemed  a responsibility  which  The 
University  of  Arizona  must  undertake  to  the 
extent  of  its  available  resources.  While  the  main 
focus  of  The  University  of  Arizona  program  in 
nursing  would  have  to  be  the  development  of 
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the  baccalaureate  program,  all  additional  re- 
sources should  be  utilized  to  assist  the  practi- 
tioner of  nursing.  The  Director  cooperated  with 
the  nurse  consultant  for  the  Western  Inter- 
state Commission  for  Higher  Education  in  re- 
cruiting Arizona  nurses  for  the  first  series  of  con- 
tinuing education  conferences  which  its  Nursing 
Council  conducted  with  financial  assistance  from 
the  W.  K.  Kellogg  Foundation.  The  Western 
Council  on  Higher  Education  for  Nursing  des- 
ignated three  subregional  continuing  education 
nursing  centers.  Arizona  was  in  the  area  to  be 
served  by  the  University  of  California  at  Los 
Angeles.  Twelve  Arizona  nurses  in  leadership 
positions  were  recruited  to  attend  three  five-day 
conferences  per  year  for  three  years  or  a total  of 
nine  conferences.  It  is  hard  to  evaluate  the  im- 
pact of  this  experience  on  the  nurses  who  at- 
tended and  their  co-workers  with  whom  they 
shared  their  new  knowledge  and  changed  atti- 
tudes, but  there  is  evidence  that  it  was  con- 
siderable. Federal  funding  was  obtained  for  a 
new  conference  series  and  since  1960  The  Uni- 
versity of  Arizona  has  conducted  a series  of  con- 
ferences serving  a total  of  nearly  two  hundred 
nurses  in  leadership  positions  throughout  Ari- 
zona in  these  first  ten  years. 

The  College  of  Nursing  joined  forces  with  the 
State  Department  of  Health  and  the  State  Tu- 
berculosis Association  for  three  five-day  con- 
ferences on  tuberculosis  nursing.  In  cooperation 
with  the  Arizona  and  Southern  Arizona  Heart 
Association  a series  of  three  conferences  on  car- 
diac nursing  was  offered.  With  the  School  of 
Home  Economics  summer  conferences  on  Child 
Development,  Cultural  Differences  among  Eth- 
nic Groups,  and  Work  Simplification  were  of- 
fered. Federal  grants  made  possible  a series  of 
six  five-day  conferences  on  Restorative  Nursing, 
Mental  Health  Nursing,  and  one  summer  con- 
ference for  school  nurses.  Other  offerings  have 
ranged  from  Sensory  Stimulation  Techniques  to 
the  Nursing  of  Children  to  conferences  for  nurs- 
ing home  administrators.  The  Western  Council 
on  Higher  Education  for  Nursing  conferences 
have  utilized  the  serial  pattern  with  consultation 
services  to  the  participant  at  intervals  between 
conferences  to  help  her  apply  the  theoretical  ma- 
terial presented  during  the  group  sessions.  Some 
of  the  other  conferences  have  also  been  serial 
in  nature  though  many  have  been  single  confer- 
ences ranging  in  length  from  two  to  five  days. 


In  addition  to  the  short  intensive  conferences, 
service  courses  for  credit  have  been  made  avail- 
able to  employed  nurses  on  demand.  The  two 
most  popular  have  been  Ward  Administration 
and  Team  Nursing.  These  have  been  offered 
mostly  in  the  Tucson  area  but  on  occasion  when 
interest  was  sufficient  they  have  been  taken  to 
other  parts  of  the  state.  In  1957  and  each  sub- 
sequent year  registered  nurses,  graduates  of  dip- 
loma schools  of  nursing  who  have  changed  their 
career  goals,  have  undertaken  degree  programs. 
During  a ten -year  transition  period,  1957  to 
1967,  they  were  granted  a maximum  of  thirty- 
six  units  of  credit  based  on  an  evaluation  of  their 
school  transcripts.  Some  of  these  nurses  also  had 
additional  college  or  university  credit  to  trans- 
fer. Because  of  this  arrangement  Miss  Beverly 
Podolsky  who  registered  in  the  baccalaureate 
degree  program  in  nursing  at  The  University 
of  Arizona  in  1957  became  the  first  graduate 
with  a Bachelor  of  Science  in  Nursing.  She  was 
graduated  in  August,  1959. 

By  August,  1967,  a total  of  221  students  had 
been  graduated  from  The  University  of  Arizona 
with  a B.S.  degree  in  Nursing.  Of  these  sixty- 
eight  had  entered  as  registered  nurses.  Because 
of  their  maturity  and  clinical  nursing  experi- 
ence many  of  them  are  currently  occupying  posi- 
tions of  leadership  in  Arizona. 

SUMMARY 

July  1,  1964,  seven  years  after  its  initiation, 
the  School  of  Nursing  became  the  College  of 
Nursing. 

Throughout  the  first  decade  of  the  nursing 
program  at  The  University  of  Arizona  it  has 
always  been  apparent  that  nursing  education 
needs  in  the  state  exceeded  the  resources  avail- 
able to  satisfy  them.  The  main  thrust  has  been 
the  development  of  the  basic  baccalaureate  pro- 
gram. Hard  work  and  energetic  seeking  of  funds 
have  made  it  possible  to  initiate  special  projects 
which  go  far  beyond  the  original  objective.  En- 
rollment has  increased  from  forty-two  in  1957 
to  435  in  1967.  The  expansion  of  the  faculty  has 
been  appropriate  to  the  growing  enrollment. 
Many  factors  have  contributed  to  the  success 
of  the  program.  Among  them  are:  a manifest 
need  in  Arizona  for  the  type  of  nurse  it  prepares, 
a dedicated  and  hard  working  faculty,  unfailing 
administrative  support,  and  understanding  and 
generous  extension  of  resources  from  service 
agencies,  nurses,  and  allied  professional  groups. 
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On  June  15,  1968  the  College  of  Nursing  mov- 
ed into  its  new  building  on  that  portion  of  The 
University  of  Arizona  campus  near  the  College 
of  Medicine.  Prior  to  that,  the  college  had  been 
housed  in  six  different  locations,  including  a 
wing  of  the  stadium  for  a period  of  time.  It  has 
grown  from  a two  and  one-half-teacher,  forty- 
student-body  school  in  the  College  of  Liberal 
Arts  to  a thirty-five-faculty,  460-student-body 
college  in  the  University. 

New  Building 

On  June  15,  1968,  the  move  which  took  three 
days  was  begun.  It  is  the  first  time  in  quite  a 
few  years  that  all  College  of  Nursing  faculty  are 
under  one  roof  and  not  crowded  for  office  and 
classroom  space.  This  is  the  seventh  home  for 
all  or  part  of  the  College  of  Nursing.  The  U- 
shaped  building,  constructed  around  a patio,  is 
two  stories  high  on  one  wing  of  the  U and  three 
stories  high  on  the  other.  There  are  offices  and 
classrooms  on  each  floor. 

Special  features  include  a multipurpose  room 
which  is  furnished  with  movable  tables  and 
chairs  for  a variety  of  uses  and  arrangements. 
Tables  can  be  folded  and  removed  and  addi- 
tional chairs  added  to  seat  up  to  300  persons. 
The  room  is  designed  so  that  any  side  or  the 
center  may  be  the  focus  of  attention.  The  center 
section  of  the  room  is  lower  than  the  area  around 
the  edge  to  allow  for  better  visibility  than  if 
the  floor  were  all  one  level.  The  walls,  ceiling, 
and  floors  are  sound  absorbent  to  permit  group 
activity  with  a minimum  of  noise  disturbance. 

The  nursing  demonstration  room  or  skills  lab- 
oratory contains  eight  patient  areas  in  one-half 
of  the  room  with  other  aspects  of  nursing  units 
making  up  the  other  half.  It  was  designed  as  one 
large  room,  again  with  its  utility  for  a variety 
of  teaching  methods  and  uses  in  mind. 

Other  features  include  a third-floor  student 
study  room  with  carrels  where  students  may  util- 
ize small  individual  projectors,  tape  recorders, 


etc.,  for  programmed-type  learning;  a reading 
room  which  contains  nursing  journals,  pamph- 
lets, and  books  for  ready  access  for  students; 
and  a classroom  equipped  with  one-way  mirrors 
to  allow  for  observation  of  activities  within  the 
room  from  other  classrooms  on  either  side  of  it. 

The  walls  and  floors  have  been  kept  in  soft, 
neutral  shades,  with  color  being  added  in  the 
furniture  and  draperies.  The  building  has  been 
so  constructed  that  when  need  for  expansion 
occurs  the  third  floor  can  be  added  to  the  two- 
story  wing. 

Baccalaureate  Program 

The  greatest  growth  in  number  of  students  and 
faculty  in  the  baccalaureate  nursing  program  at 
The  University  of  Arizona  occurred  in  the  ini- 
tial six  or  seven  years,  as  described  by  Mrs. 
Coulter  in  her  article  on  the  first  ten  years  of 
the  College  of  Nursing.  In  September,  1967,  the 
curriculum  was  revised  with  an  eye  to  improv- 
ing the  manner  in  which  the  college’s  aim  of  pre- 
paring nurses  for  first-level  positions  in  nursing 
could  be  more  effectively  accomplished. 

The  faculty  of  The  University  of  Arizona  Col- 
lege of  Nursing  believe  that  nursing  is  a helping 
profession  and,  as  such,  provides  services  which 
contribute  to  assisting  people  achieve  and  main- 
tain their  potential  optimum  health.  They  fur- 
ther believe  that  to  meet  the  demands  of  a chang- 
ing society,  the  professional  nurse  needs  to  have 
a body  of  scientific  knowledge  which  keeps  pace 
with  scientific  advances  and  which  she  applies 
in  giving  effective  nursing  care.  Not  only  is  the 
faculty  concerned  with  the  development  of  stu- 
dents as  professional  persons,  but  they  wish  also 
to  provide  a program  that  will  promote  the  per- 
sonal growth  of  students  and  broaden  their  per- 
spective beyond  their  area  of  professionalization. 

In  keeping  with  these  beliefs,  the  objectives 
of  the  College  of  Nursing  are  to  assist  students 
to  develop  the  ability  to  plan  and  give  skilled 
nursing  care,  develop  feelings  and  attitudes 
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which  help  the  student  move  toward  achieving 
mature  behavior  appropriate  to  professional  nurs- 
ing, develop  a capacity  for  establishing  and 
maintaining  purposeful  working  relationships 
with  individuals  and  groups  in  planning  for  nurs- 
ing care  and  an  optimum  health  program,  de- 
velop an  awareness  of  nursing  as  a social  force  in 
a changing  society  and  an  appreciation  of  the 
individual  nurse’s  responsibilities  to  the  nursing 
profession,  develop  further  the  concepts  basic  to 
a personal  philosophy  of  life,  and  develop  more 
fully  the  knowledge,  attitudes,  and  understand- 
ings necessary  for  effective  citizenship. 

The  curriculum  is  four  academic  years  and 
one  summer  session  in  length.  It  is  designed  to 
give  the  student  a broad  foundation  in  liberal 
arts  courses  along  with  nursing  courses.  The 
first  two  years  are  mainly  liberal  arts  courses, 
including  English,  humanities,  chemistry,  ana- 
tomy, physiology,  pharmocology,  psychology, 
sociology,  microbiology,  and  growth  and  devel- 
opment. The  sophomore  year  also  contains  the 
introductory  nursing  course  which  may  be  taken 
either  the  first  or  second  semester.  The  junior 
and  senior  years  are  heavily  concentrated  in  nurs- 
ing and  incorporate  courses  in  nutrition,  diet 
therapy,  and  electives. 

The  student  takes  sixteen  to  eighteen  units  of 
electives.  She  is  encouraged  to  select  these  in 
one  area,  such  as  physiology,  psychology,  or 
sociology,  in  order  to  begin  to  develop  a minor 
in  some  discipline  which  is  closely  related  to 
nursing  and  which  will  contribute  to  her  under- 
standing of  people  and  provide  the  foundation 
for  future  graduate  study. 

Junior  courses  are  in  medical,  surgical,  ma- 
ternal, and  pediatric  nursing.  Senior  courses 
cover  psychiatric  and  public  health  nursing  and, 
because  the  professional  nurse  has  the  respon- 
sibility for  the  nature  and  quality  of  all  nursing 
care  patients  receive  and  because  graduates  of 
baccalaureate  programs  are  prepared  for  team 


leader  positions,  a course  in  leadership  nursing 
is  also  a part  of  the  senior  year.  There  is  also  a 
course  in  trends  in  nursing  to  familiarize  stu- 
dents with  trends  and  issues  in  nursing  and  in 
society  which  impinge  on  the  practice  of  nursing. 

The  nonnursing  courses  are  taught  by  faculty 
in  the  various  colleges  and  departments  on  cam- 
pus. Nursing  courses,  including  the  teaching  and 
supervision  of  students  in  the  clinical  courses, 
are  taught  by  the  teachers  in  the  College  of 
Nursing.  A limited  number  of  classes  in  the 
nursing  courses  are  given  by  physicians  and 
other  persons  who  are  directly  involved  in  pa- 
tient care. 

The  College  of  Nursing  utilizes  the  community 
as  its  laboratory  and  the  University  has  agree- 
ments with  most  major  hospitals  and  health 
agencies  and  a number  of  smaller  ones  to  use 
their  facilities  to  provide  students  with  oppor- 
tunity to  learn  the  practice  of  nursing. 

Masters  Program 

In  addition  to  its  baccalaureate  offering,  the 
College  of  Nursing  has  a masters  program.  This 
was  authorized  by  action  of  the  Regents  to  admit 
students  in  September,  1967.  At  this  writing 
there  are  seven  full-time  and  nine  part-time  stu- 
dents in  the  program.  The  purpose  of  this  pro- 
gram is  to  prepare  nurses  for  leadership  in  nurs- 
ing. The  program,  which  requires  thirty-six 
semester  units  of  credit,  is  designed  so  that  stu- 
dents may  elect  to  study  in  a clinical  area  such 
as  medical-surgical  nursing,  maternal  and  new- 
born nursing,  psychiatric  nursing,  pediatric  nurs- 
ing, or  public  health  nursing.  In  addition,  stu- 
dents may  select  a functional  area  of  teaching, 
supervision,  or  administration.  Faculty  are  yet 
to  be  appointed  to  teach  in  the  areas  of  pediatric 
and  psychiatric  nursing  so  presently  no  students 
have  been  accepted  for  study  in  these  nursing 
specialties.  The  college  anticipates  that  this  pro- 
gram will  show  considerable  growth  in  the  years 
to  come. 
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SPECIAL  PROJECTS 


In  addition  to  the  grant  which  enabled  the 
College  of  Nursing  to  obtain  a new  building, 
there  are  several  other  projects  planned  and 
conducted  by  College  of  Nursing  faculty  which 
receive  financial  support  from  the  Public  Health 
Service.  These  relate  to  faculty  development, 
improvement  of  teaching,  continuing  education 
for  nurses  in  Arizona,  and  study  of  health  prob- 
lems. 

Faculty  Development  Project 

Since  the  beginning  of  the  program  the  nurs- 
ing faculty  has  shown  its  creativity  in  developing 
a curriculum  and  in  clinical  teaching.  It  has  pro- 
duced more  than  the  usual  number  of  publica- 
tions including  textbooks,  a pamphlet,  and  num- 
erous articles  in  professional  magazines.  How- 
ever, because  of  the  educational  level  of  most 
faculty  members  they  did  not  feel  secure  in  their 
ability  to  contribute  to  the  development  of 
nursing  theory  through  clinical  nursing  research. 
Anticipation  of  a graduate  program  in  nursing 
added  to  the  seriousness  of  the  academic  deficit 
and  steps  were  taken  to  remedy  it.  Funds  were 
sought  and  obtained  in  January,  1965,  for  a five- 
year  period  to  employ  a half-time  nurse  and  a 
half-time  sociologist  to  give  leadership  to  the 
project  and  some  released  time  for  a few  faculty 
members  which  would  enable  them  to  devote 
a portion  of  their  time  to  research.  While  the 
results  have  not  been  spectacular,  one  article  re- 
porting the  completion  of  a research  project  has 
been  published,  one  faculty  member  has  secured 
funding  for  a research  project,  and  a number 
of  faculty  members  have  small  research  studies 


under  way.  In  general  the  faculty  has  become 
more  able  to  utilize  research  completed  by  others 
in  their  clinical  teaching,  are  better  able  to  dis- 
cuss research,  and  have  gained  some  knowledge 
of  research  methodology  which  is  applicable  to 
nursing. 

WCHEN  Continuing  Education  Conferences 
for  Nurses  in  Leadership  Positions 

Since  1957,  the  Western  Interstate  Commis- 
sion for  Higher  Education  has  sponsored  pro- 
grams designed  to  develop  the  leadership  po- 
tential in  nurses  who  hold  key  positions  in  teach- 
ing, supervision,  and  administration,  with  finan- 
cial support  from  the  U.  S.  Public  Health  Serv- 
ice. WICHE  has,  through  its  Western  Council 
on  Higher  Education  for  Nursing,  sponsored  a 
series  of  continuing  education  courses  in  eight 
regions  of  the  West.  The  programs,  covering  a 
period  of  two  years  (six  one-week  sessions),  are 
sponsored  by  the  schools  of  nursing  of  the  Uni- 
versities of  Arizona,  California  (both  Los  An- 
geles and  San  Francisco),  Colorado,  Hawaii, 
Montana,  Oregon  and  Washington  combined, 
and  Utah. 

The  rationale  was  that  nurses  who  could  not 
be  released  from  their  duties  for  long-term  study 
could  in  short  periods  of  concentrated  study 
develop  into  confident  leaders  with  the  eventual 
result  of  improving  the  quality  of  nursing  care  of 
patients.  Between  1957  and  1966,  approximate- 
ly one-thousand-three-hundred  nurses  partici- 
pated in  this  program  in  the  West. 

The  College  of  Nursing  of  The  University  of 
Arizona  has  sponsored  WCHEN  Conferences  for 
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two-hundred-fifty-one  nurses  (nineteen  of  these 
were  from  southern  Nevada  and  Western  New 
Mexico)  between  1960  and  1968. 

The  objectives  of  the  conferences  are  the  fol- 
lowing: 

To  understand  nursing  as  it  is  being  influenced 
by  social  change. 

To  develop  the  ability  to  communicate  effec- 
tively. 

To  interpret  the  role  of  the  nurse  as  she  func- 
tions in  a changing  society. 

To  develop  skills  in  evaluation. 

To  recognize  and  develop  leadership  poten- 
tial in  others. 

Course  content  focuses  on  the  necessity  of  pro- 
fessional nurses  to  see  their  role  in  producing 
change,  the  acquisition  of  techniques  in  the  area 
of  communication,  exploration  of  the  problem 
areas  of  planning  and  implementing  good  nursing 
care,  and  on  the  role  of  research  for  the  improve- 
ment of  patient  care.  Participants  are  assigned 
references  to  read  before  the  conference  ses- 
sions, participate  in  the  formal  and  informal 
discussions  during  the  conference,  and  then 
given  the  opportunity  to  actually  try  out  the 
skills  they  have  learned.  These  skills  include 
interviewing  patients,  taking  nursing  histories, 
and  working  on  nursing  care  plans  in  the  local 
hospitals.  Each  participant  is  given  an  oppor- 
tunity to  discuss  these  experiences  in  the  plenary 
sessions  and  with  the  resource  personnel. 

Attempts  are  made  to  measure  the  effective- 
ness of  the  conferences  through  use  of  evaluation 
forms  to  obtain  information  from  the  participant 
regarding  any  change  of  status  or  any  benefits 
in  giving  better  nursing  care  that  the  participant 
feels  has  been  a direct  result  from  the  experi- 
ence derived  from  the  conference.  A second 
method  of  evaluation  requests  each  participant 
to  select  some  area  in  the  work  situation  in 
which  she  wishes  to  bring  about  change.  This 
is  in  the  form  of  a project  and  the  participant 
is  given  assistance  as  requested  from  a consul- 
tant during  the  period  the  project  is  in  progress. 
The  projects  produced  by  the  Arizona  partici- 
pants are  many  and  varied.  Among  these  are 
problem  areas  such  as  accidents  to  patients,  in- 
terpersonal relationships  and  communications, 
team  nursing,  medication  errors,  escort  services 
for  patients,  nursing  care  plans,  and  pre  and 
postoperative  teaching  of  patients.  Many  par- 
ticipants believe  they  have  improved  the  nursing 


in  their  home  situations  through  these  projects 
and  attending  the  conferences. 

Utilization  of  Scientific  Knowledge  in  Nursing 

This  project  was  funded  in  September,  1965, 
for  three  vears  and  renewed  in  1968  for  two  more 
years.  Its  purpose  is  to  assist  students  to  utilize 
more  fully  the  principles  from  the  physical  and 
behavioral  science  courses  that  they  have  had 
previous  to  or  concurrently  with  their  nursing 
course.  The  faculty  responsible  for  this  project 
have  developed  twelve  single  concept  films  con- 
cerning a variety  of  topics,  such  as  lifting,  turn- 
ing, and  moving  patients,  feeding  patients,  asep- 
tic techniques  and  principles,  and  a thirty-minute 
film  on  assisting  a nursing  student  to  work  with 
a dying  patient. 

Cultural  Components  in  Public  Health  Nursing 

This  project  was  also  funded  in  September, 
1965,  for  a period  of  three  years  and  renewed 
for  two  years.  Its  purpose  is  to  help  students 
understand  the  influence  of  culture  on  an  indi- 
vidual’s health  beliefs  and  practices  and  to  learn 
how  she  can  work  with  people  of  another  culture 
in  providing  nursing  care.  Students  give  nurs- 
ing care  to  Indian  families  on  the  San  Xavier 
Reservation  as  a part  of  their  Public  Health 
Nursing  to  learn  about  one  group  as  an  example 
of  cultural  influence  on  health. 

Nursing  Evaluation 

In  September,  1967,  a three-year  project  was 
funded  by  the  Public  Health  Service  which  re- 
lates to  nursing  evaluation.  Its  purposes  are  to 
improve  the  tools  used  for  evaluating  students 
in  the  baccalaureate  program,  develop  challeng- 
ing examinations  for  registered  nurses  who  wish 
to  establish  credit,  develop  ways  to  share  with 
other  schools  of  nursing  resources  for  improv- 
ing evaluation,  and  assist  leadership  persons  in 
service  agencies  to  devise  instruments  to  evalu- 
ate nursing  practices. 

In  addition  to  working  with  University  of 
Arizona  College  of  Nursing  faculty,  the  Director 
has  worked  with  schools  of  nursing  in  Phoenix 
and  Flagstaff  and  with  nursing  service  persons 
in  Tucson,  Phoenix,  and  Yuma.  She  has  also 
taught  a class  in  evaluation  for  nurses  in  Tucson 
and  Phoenix. 

Statewide  Survey  of  Clinical  Facilities 
for  Nursing  Education  in  Arizona 

This  project  received  financial  support  from 
the  Public  Health  Service,  Arizona  State  Nurses’ 
Association,  Arizona  Medical  Association,  Ari- 
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zona  State  Board  of  Nursing,  Blue  Cross  - Blue 
Shield,  and  The  University  of  Arizona.  It  should 
be  of  interest  to  nurses,  physicians,  and  others  in 
Arizona  who  are  concerned  with  the  need  for 
nurses  in  Arizona.  Its  purpose  was  to  survey 
clinical  facilities  in  Arizona  to  assess  their  suit- 
ability as  a facility  for  nursing  student  learning. 
The  majority  of  hospitals  and  health  agencies  in 
the  State  were  visited  by  either  Virginia  Miller 
or  Vellamo  Tikkala  Walz  and  the  report  writ- 
ten by  Pearl  Coulter. 

The  Nurse-Scientist  Program 

It  is  not  anticipated  that  a high  percentage  of 
nurse  practitioners  will  need  the  Pli.D.  degree. 
It  is  imperative  that  a few  able  nurses  pursue 
this  research  degree  with  majors  in  one  of  the 
basic  sciences  related  to  nursing.  In  1966  funds 
were  sought  and  The  University  of  Arizona 
College  of  Nursing  became  the  seventh  in  the 
United  States  to  initiate  its  Nurse-Scientist  Pro- 
gram. In  the  fall  of  1967  the  first  candidates  were 
accepted  by  the  Department  of  Anthropology. 
In  1968  three  more  nurses  chose  anthropology 
majors  and  the  program  was  initiated  in  the 
Department  of  Sociology.  Two  nurses  have  al- 
ready been  selected  to  start  their  doctoral  majors 
in  physiology  in  September  1969.  By  that  time 
it  is  anticipated  that  about  twenty  nurses  will  be 
working  toward  the  Ph.D.  degree  in  these  three 
majors  at  The  University  of  Arizona  and  by  1971 
three  or  four  should  be  graduating.  The  first 
programs  of  this  type,  at  the  University  of  Boston 
and  the  University  of  Washington,  are  now  in 
their  seventh  year  so  experience  with  the  grad- 
uates has  been  limited.  These  nurses  tend  to 
accept  placement  in  nursing  programs  connected 
with  medical  centers  and  offering  graduate  pro- 
grams in  nursing.  They  teach  and  engage  in 
nursing  research  generating  from  nursing  com- 
bined with  their  additional  disciplines. 

United  States  — Mexico  Border  Health 
Collaboration 

There  are  numerous  health  problems  peculiar, 
in  some  respects,  to  the  United  States  - Mexico 
Border.  This  project,  of  which  Pearl  Coulter  is 
the  Chief  Investigator,  is  designed  to  look  at 
some  of  the  border  health  problems.  The  pur- 
pose is  to  accelerate  the  collaboration  between 
the  public  health  personnel  in  two  border  com- 
munities, one  in  Sonora,  Mexico,  and  the  other 
in  Cochise  County,  Arizona,  utilizing  certain  in- 
novative measures. 


NURSING  COURSES 


INTRODUCTION  TO  NURSING 
Georgina  Gill,  Assistant  Professor 

The  first  course  in  nursing  is  taken  by  the 
student  during  the  first  or  second  semester  of 
the  sophomore  year  following  completion  of 
basic  courses  in  anatomy,  physiology,  chemistry, 
English,  and  the  social  sciences.  Humanities  or 
microbiology  are  taken  either  concurrently  with 
the  nursing  or  have  been  completed  during  the 
summer  session.  Physics,  a pharmacy  course, 
microbiology,  or  the  humanities,  and  two  social 
science  courses  are  taken  during  the  sophomore 
year.  The  nursing  course  is  a six  unit  course 
extending  over  one  semester.  It  consists  of  clin- 
ical laboratory,  skills  laboratory,  seminar,  and 
lecture. 

Each  student  spends  four  hours  a week  on  a 
predominately  geriatric  unit  and  four  hours  a 
week  on  a psychiatric  unit.  If  possible,  the  stu- 
dent cares  for  the  same  patient  each  week,  en- 
abling her  to  begin  to  identify  and  establish 
goals  for  the  individual  patient  based  upon  his 
nursing  needs.  For  the  geriatric  experience  the 
faculty  utilizes  four  or  five  nursing  homes  in  the 
region,  each  differing  somewhat  in  patient  popu- 
lation and  culture,  but  each  having  in  common 
an  atmosphere  conducive  to  beginning  student 
learning.  The  nursing  home  setting  lacks  the 
sense  of  urgency  that  so  often  pervades  hospital 
medical-surgical  units  in  the  early  morning  hours 
so  that  the  students  are  better  able  to  develop 
beginning  mastery  of  skills.  Also,  although  the 
patients  that  the  students  care  for  are  more  often 
very  ill  and  confined  to  bed,  they  are  not  as 
acutely  ill  as  those  in  the  general  hospital.  This 
also  serves  to  lessen  the  anxiety  and  distraction 
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THE  COURSES  CONCENTRATED  IN  NURSING  BEGIN  IN  THE  FIRST 
OR  SECOND  SEMESTER  OF  THE  SOPHOMORE  YEAR.  AFTER  THIS  IN- 
TRODUCTORY PERIOD,  THE  JUNIOR  YEAR  COVERS  MEDICAL,  SUR- 
GICAL, MATERNAL,  AND  PEDIATRIC  NURSING.  SENIORS  TAKE  PSY- 
CHIATRIC AND  PUBLIC  HEALTH  NURSING  FOR  ONE  SEMESTER,  AND 
LEADERSHIP  NURSING  THE  REMAINING  SEMESTER.  THE  COURSES 
ARE  DESCRIBED  IN  MORE  EXPLICIT  DETAIL  IN  THE  FOLLOWING 
PARAGRAPHS. 


created  in  the  student  and  the  patient.  Within 
the  geriatric  setting  the  student  begins  to  acquire 
a knowledge  and  understanding  of  the  special 
needs  of  the  older  patient  which  is  so  essential 
to  quality  nursing  care  today. 

Within  the  College  of  Nursing  Building  is  a 
large  laboratory  with  eight  fully  equipped  pa- 
tient care  units  including  medication  and  utility 
room  units.  Each  student  spends  at  least  two 
hours  in  the  skills  laboratory  each  week.  Be- 
fore attending  the  laboratory  the  student  does 
basic  reading  and  reviews  the  scientific  prin- 
ciples underlying  a specific  procedure  or  skill. 
During  skills  laboratory  she  views  visual  aids 
such  as  single  concept  films,  posters,  transpar- 
encies and  film  loops  pertaining  to  the  skill.  She 
then  practices  the  skill  utilizing  another  student 
as  a patient.  Common  problem  situations  which 
the  student  may  encounter  with  the  hospital  set- 
ting are  enacted  and  discussed.  Throughout  the 
skills  laboratory  sessions  the  instructors  stress 
an  analytical  problem-solving  approach  to  nurs- 
ing care  and  the  importance  of  skillful,  compe- 
tent administration  of  nursing  procedures.  It  is 
expected  that  the  student  will  thoroughly  under- 
stand the  rationale  underlying  each  procedure 
and  have  developed  beginning  mastery  and  con- 
fidence in  performing  a basic  procedure  before 
utilizing  a skill  in  the  patient  situation. 

The  student  experience  on  the  psychiatric  unit 
is  primarily  focused  upon  the  development  of 
skill  in  communicating  with  patients.  Today’s 
nurse  must  be  able  to  meet  the  challenges  of  the 
constantly  changing  situation  in  which  we  live. 
She  must  know  more  about  the  human  being 
with  all  of  his  anxieties,  fears,  needs,  and  feel- 


ings than  the  nurse  of  the  past.  The  well  trained 
nurse  of  today  is  educated  in  the  social  sciences, 
personality  theory,  interviewing  techniques  and 
so  on.  Interpersonal  training  as  well  as  social 
science  orientation  must  begin  early  in  the  edu- 
cation of  the  nurse  and  permeate  her  entire 
education.  Concepts  and  methods  of  altering  her 
expressive  behavior  to  meet  situational  needs 
are  explored  in  the  psychiatric  setting  and  ap- 
plied to  the  patient  situation  in  both  the  geriatric 
and  psychiatric  settings. 

Seminars  are  held  once  a week.  During  the 
seminars  the  students  have  an  opportunity  to 
contrast  and  compare  their  experiences  on  the 
various  clinical  units.  The  students  may  choose 
any  topic  they  wish  or  need  to  discuss.  Readings 
pertinent  to  the  selected  topic  are  suggested  by 
the  instructor  and  are  completed  prior  to  the 
seminar.  An  example  of  a student-chosen  topic 
was  a discussion  of  manifestations  of  anxiety  in 
the  patients,  staff,  and  themselves  that  they  had 
experienced  or  observed  in  the  various  clinical 
settings;  the  coping  patterns  that  were  used;  and 
how  the  anxiety  might  have  been  prevented  or 
better  utilized.  Another  seminar  was  focused 
upon  the  students’  feelings  about  death  and  car- 
ing for  the  grieving  patient.  Such  discussions 
begun  early  in  the  educational  process  help  the 
nurse  not  to  repress  or  suppress  her  feelings,  as 
has  sometimes  occurred  in  the  past.  The  stu- 
dents also  obtain  beginning  experience  in  a 
group  situation.  They  are  encouraged  to  increase 
their  self  insight,  ability  to  contribute  to  the 
group  process,  communications  skills  and  will- 
ingness to  accept  and  encourage  others. 

During  the  course  of  their  experience  with 
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their  psychiatric  and  geriatric  patients  each  stu- 
dent makes  a home  visit  to  interview  the  family 
of  one  of  her  patients.  She  thus  begins  to  iden- 
tify physical  and  psychological  factors,  such  as 
family  dynamics,  which  can  retard  or  facilitate 
her  patient’s  recovery  or  adjustment.  The  visit 
also  helps  her  early  in  her  education  to  recog- 
nize the  patient  as  not  an  isolated  individual  but 
rather  as  part  of  a family  group. 

During  the  course  of  the  semester  each  stu- 
dent spends  five  to  six  8-hour  days  in  the  oper- 
ating room.  The  main  purpose  of  the  experience 
is  to  dramatically  illustrate  to  the  student  and 
to  increase  her  knowledge  regarding  methods 
for  control  of  the  environment  to  prevent  in- 
fection and  protect  the  patient.  Prior  to  the 
operating  room  experience  the  student  spends 
four  hours  at  the  University  in  skills  laboratory 
reviewing  and  applying  the  principles  of  asepsis. 
She  practices  setting  up  and  maintaining  a ster- 
ile field.  She  practices  scrubbing,  gowning,  glov- 
ing, handling  of  instruments  and  sutures,  pass- 
ing sterile  objects,  and  draping.  In  the  operating 
room  she  has  experience  assisting  scrub  nurses 
and  circulating  nurses.  She  observes  and  begins 
to  understand  the  trauma  of  and  the  reasons  for 
surgery  and  begins  to  project  the  subsequent 
nursing  care  that  a patient  might  require. 

The  weekly  lectures  are  concerned  with  a 
presentation  and  discussion  of  basic  theory  un- 
derlying nursing  approaches  to  patient  prob- 
lems. The  course  begins  with  the  question  of 
high-level  wellness  and  the  hierarchy  of  human 
needs.  A method  of  thinking  and  problem  solv- 
ing in  the  patient  care  situation  is  presented. 
Lectures  are  then  centered  on  the  role  of  the 
nurse  in  caring  for  patients  with  basic  nursing 
problems.  The  areas  included  are  applicable  to 
the  care  of  many  patients  and  fundamental  to 
all  of  nursing  practice.  Some  of  the  topics  pre- 
sented are  anxiety,  communication,  effects  of 
stress,  fluid  and  electrolyte  disturbances,  inflam- 
mation and  tissue  repair,  and  the  physiological 
and  psychological  alterations  of  aging. 

The  faculty  group  teaching  Introduction  to 
Nursing  is  aware  of  the  rapid  obsolescence  of 
knowledge  but  the  relative  permanence  of  a way 
of  tfdnldng  and  using  knowledge.  It  is  not  neces- 
sary or  possible  to  teach  commitment  or  a phil- 
osophy of  nursing.  Each  student  must  find  her 
own  way.  However,  it  is  a major  responsibility 
of  the  faculty  teaching  beginning  students  to 
build  upon  the  commitment  the  student  already 


possesses  and  to  communicate  her  own  convic- 
tion of  the  importance  of  nursing  and  its  essen- 
tial qualities  and  values. 

MEDICAL-SURGICAL  NURSING 
Virginia  Miller,  Associate  Professor 

Medical-Surgical  Nursing,  a twelve  unit 
course  spread  over  two  semester  of  six  units 
each,  is  given  for  junior  students.  Prerequisites 
for  this  course  are  anatomy,  physiology,  micro- 
biology, pharmacy,  chemistry,  and  introductory 
courses  in  psychology,  sociology  and  nursing  as 
well  as  junior  standing  in  the  University.  The 
units  break  into  approximately  four  to  six  hours 
of  lecture-discussion  per  week,  and  twelve  to 
eighteen  hours  per  week  in  caring  for  adult  pa- 
tients in  a variety  of  settings.  The  pathophysiol- 
ogy and  nursing  care  for  adults  related  to  their 
health  problems  such  as  cardiovascular,  infec- 
tious diseases  including  tuberculosis,  neoplasms, 
blood  dyscrasias,  diabetes,  arthritis,  gastroin- 
testinal, orthopedic,  and  severly  burned  patients 
are  examples  of  patient  problems  which  receive 
emphasis.  Concurrent  with  the  lecture-discuss- 
ions, students  care  for  hospitalized  adult  patients 
with  direction  and  supervision  by  College  of 
Nursing  faculty.  This  past  year,  Veterans’  Admin- 
istration, St.  Joseph’s,  and  St.  Mary’s  Hospitals 
and  Tucson  Medical  Center,  including  the  inten- 
sive and  coronary  care  units,  have  been  utilized 
for  this  purpose.  Students  also  participate  in  the 
care  of  patients,  with  supervision,  at  the  Pima 
County  O.  P.  D.,  the  Arthritic  and  Chest  Clinics, 
and  while  caring  for  patients  in  all  of  these  set- 
tings and  in  an  extended  care  situation,  students 
are  expected  to  compare  and  contrast  the  indi- 
vidual patient’s  care  such  as  his  laboratory  find- 
ings, other  diagnostic  work-up,  medical  (includ- 
ing drugs)  plan  of  care  with  the  “typical”  pa- 
tient textbook  data.  Students  participate  in  the 
nursing  care  plans  as  utilized  by  the  various 
health  agencies,  observing,  recording,  and  sup- 
plementing the  staff  nurses’  patient  care.  When 
appropriate,  students  write  referrals  to  other 
health  facilities  (nursing  homes,  Visiting  Nurse 
Association)  to  assist  the  patient  as  he  leaves 
the  hospital  and/or  assist  the  patient  and  his 
family  learn  about  his  posthospital  care. 

Also  required  for  completion  of  the  course  is 
a group  project  where  students  present  for  their 
classmates  and  faculty  discussion  on  topics  re- 
lated to  problems  patients  face  such  as  dying, 
chronic  illness,  pain,  or  diagnosis  of  cancer  or 
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tuberculosis.  In  addition,  each  student  selects 
a topic  pertinent  to  the  care  of  a medical  or 
surgical  patient  for  an  extensive  library  study 
and  writes  a formal  paper  regarding  her  findings. 

Concurrent  with  the  Medical-Surgical  Nursing 
course  in  the  junior  year  are  courses  in  Nutri- 
tion, Diet  Therapy,  and  upper  division  courses 
in  the  biological  and  social  sciences.  This  course 
is  being  revised  to  become  incorporated  into  a 
course  titled  Nursing  of  Adults  and  Children 
as  described  in  the  section  that  follows. 

NURSING  OF  ADULTS  AND  CHILDREN 
E.  Jane  Furnas,  Associate  Professor 

A sophomore-level  course  in  Maternal  and 
Child  Nursing  has  always  been  a part  of  the 
curriculum.  In  the  revision  of  the  curriculum 
the  faculty  believed  that  this  should  become  an 
upper-division  course.  For  some  time  considera- 
tion has  been  given  to  the  commonalities  in  nurs- 
ing, and  with  the  program  revision  the  faculty 
decided  the  time  had  come  to  determine  whether 
or  not  these  commonalities  or  the  core  of  nurs- 
ing could  be  identified  and  taught.  As  a result, 
a small  group  of  twenty-five  junior  students  have 
been  in  a course  taught  by  faculty  who  have 
specialties  in  maternity,  pediatric,  and  medical- 
surgical  nursing.  They  have  had  consultation  and 
assistance  from  faculty  whose  special  prepara- 
tion is  in  mental  health  and  psychiatric  nursing. 
In  the  two-semester  course  of  twelve  units  each 
semester,  core  materials  such  as  influence  of 
social  systems  upon  the  person’s  adaptive  abili- 
ties, response  of  body  to  injury,  control  of  in- 
fections, fluid  and  electrolyte  balance,  cardiovas- 
cular problems,  musculoskeletal  defects,  psycho- 
physiological  illness,  acute  and  chronic  illness, 
rehabilitation,  and  patient  teaching  are  covered. 
Throughout,  the  responsibilities  and  skills  of  the 
nurse  in  nursing  assessment,  planning,  and  inter- 
vention are  stressed.  In  some  instances  problems 
are  the  same  or  similar  regardless  of  age  of  the 
patient;  in  others,  students  have  an  opportunity 
to  compare  and  contrast  differences  in  adults, 
children,  and  maternity  patients.  Classes  and 
clinical  experience  are  provided  to  point  out  the 
specifics  of  a clinical  area  as  well  as  the  com- 
monalities. Nursing  practice  of  twelve  to  eighteen 
hours  a week  is  planned  for  students  with  ma- 
ternity, pediatric,  and  medical-surgical  patients 
under  the  guidance  and  supervision  of  faculty  in 
the  hospitals  and  health  agencies  of  the  Tucson 
community. 


MENTAL  HEALTH  AND  PSYCHIATRIC 
NURSING 

Nell  Redwood,  Associate  Professor 

The  total  program  at  The  University  of  Ari- 
zona College  of  Nursing  includes  courses  in  the 
behavioral  sciences  and  a component  related  to 
mental  health  which  provide  the  student  with 
an  ongoing,  ever-increasing  knowledge  of  and 
ability  to  apply  mental  health  concepts  in  her 
work  with  patients.  This  process  of  integration 
culminates  in  the  one-semester  psychiatric  nurs- 
ing course  which  is  community  oriented  with  a 
patient-family  focus.  The  eight-unit  course  is 
offered  concurrently  with  public  health  nursing, 
with  students  in  each  course  being  afforded  the 
University-accepted  ratio  of  one  hour  of  class 
and  three  hours  of  laboratory  (clinical  experi- 
ence) which  means  that  the  students  have  four 
hours  of  didactic  work  and  twelve  hours  of 
clinical  work  with  patients  each  week  in  the 
psychiatric  nursing  course  and  a like  number 
in  public  health  nursing,  for  a total  of  eight 
hours  of  class  and  twenty-four  hours  of  clinical 
work  a week  in  this  particular  semester  of  the 
senior  year. 

The  central  challenge  of  the  psychiatric  nurs- 
ing course  is  the  development,  maintenance,  and 
termination  of  the  therapeutic  counseling  rela- 
tionship with  patients  visited  in  the  home,  the 
family  setting.  The  challenge  demands  the  utili- 
zation of  the  behavioral  science  knowledge  and 
ability  to  apply  the  concepts  in  principled  ways 
which  have  been  garnered  and  developed  in 
preceding  clinical  experiences.  These  home  visit- 
ing experiences  are  augmented  by  participant- 
observer  experiences  with  patients  and  groups 
in  a private  psychiatric  inpatient  facility,  a coun- 
ty hospital  diagnostic  and  holding  unit,  and  a day 
treatment  program  in  the  mental  health  center. 
The  students  are  also  offered  a brief  involve- 
ment in  a complex  of  combined  agencies  includ- 
ing a child  guidance  clinic,  children’s  home  of- 
fering day  and  resident  care,  and  special  educa- 
tion classrooms  and  settings.  Field  trips  provide 
orientation  to  other  community  facilities,  such 
as  the  juvenile  hall,  youth  treatment  center,  a 
children’s  colony,  and  the  State  Hospital. 

Each  student  conducts  seminars  where  she 
has  access  to  peer  group  validation  and  teacher 
consultation.  Participation  in  interdisciplinary 
team  conferences  and  individual  consultation  or 
collaborative  conferences  with  health  workers 
from  other  disciplines  and  agencies  are  afford- 
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ed  students  as  necessary  and/or  desirable  in  ef- 
fecting patient  care.  The  privileges  and  oppor- 
tunities of  the  nurse’s  role  are  thus  defined  and 
practiced  and  the  articulation  with  other  con- 
tributions to  patient  care  explored. 

COMMUNITY  HEALTH  NURSING 
Lois  Prosser,  Associate  Professor 

Community  health  nursing  theory  and  prac- 
tice is  planned  for  each  student  during  her  senior 
year  at  the  College  of  Nursing.  Formal  classes 
are  conducted  two  hours  each  week  with  field 
experience  and  special  seminars  requiring  an 
additional  sixteen  hours.  The  course  carries  eight 
units.  Nursing  practice  is  provided  within  the 
policies  and  framework  of  the  Tucson  Visiting 
Nurse  Association,  the  Pima  County  Department 
of  Health,  and  the  Papago  Indian  Reservation. 
Families  are  selected  for  the  student’s  education- 
al experience  by  a faculty  member  as  well  as 
daily  supervision  and  evaluation  of  her  nursing 
services. 

Concepts,  abilities,  skills,  and  knowledge  nec- 
essary in  providing  health  services  to  individ- 
uals, families,  and  consequently  the  community 
become  the  focus  for  nursing  intervention.  As- 
sessment of  family  health  problems  together  with 
assessment  of  family  and  community  resources 
and  availability  of  medical  care  become  para- 
mount in  this  area  of  nursing  practice. 

Observation  and  participation  in  special  clinic 
settings  together  with  evaluation  of  special  serv- 
ices in  behalf  of  children,  youth,  young  adults, 
and  the  aging  add  to  the  students’  understand- 
ing of  the  levels  of  health  of  the  citizens  of 
Tucson.  Special  emphasis  is  placed  on  the  im- 
portance of  culture  as  it  affects  attitudes,  folk 
beliefs,  and  health  practices.  An  in-depth  fam- 
ily analysis  is  a requirement  of  the  course,  using 
an  epidemiological  method  of  approach  to  de- 
fine existing  health  problems  in  addition  to  eva- 
luating nursing  intervention  in  this  particular 
situation. 

Formal  classes  are  designed  to  expand  the 
students’  knowledge  of  the  philosophy,  prin- 
ciples, scope,  and  trends  in  public  health  and 
community  health  nursing  practice.  Structure, 
functions,  and  relationships  of  organizational  pat- 
terns and  administrative  practices  are  studied 
at  the  international,  national,  and  local  levels 
of  governmental  and  voluntary  agencies  provid- 
ing health  services.  Major  health  problems  in 


the  United  States  are  presented  emphasizing  the 
contribution  of  nursing.  Levels  of  prevention  of 
disease,  disability  and  rehabilitation,  and  the 
promotion  of  positive  health  are  stressed  for  each 
individual,  family,  and  group  of  people  who  may 
be  affected  by  health  measures.  Planning,  im- 
plementing, and  evaluating  health  problems 
and  the  role  of  nursing  services  which  impinge 
upon  these  problems  are  vital  aspects  of  the 
community  health  nursing  course. 

LEADERSHIP  NURSING 
Inez  Armstrong,  Associate  Professor 

Leadership  Nursing,  an  eight  unit  course,  is 
designed  to  assist  the  senior  student  to  move 
more  smoothly  from  student  status  to  staff  nurse 
status,  exposing  her  to  the  realistic  situations  she 
will  face  as  a professional  nurse. 

The  course  focuses  on  helping  her  leam  the 
fundamental  concepts  of  the  leadership  role,  as 
she  works  with  groups  of  patients,  with  other 
workers  in  nursing,  medicine  and  the  allied 
health  disciplines  in  hospital  settings  where  these 
groups  function. 

The  eight  units  include  two  hours  of  class  each 
week,  sixteen  hours  (two  eight-hour  days)  of 
clinical  laboratory  and  one  hour  of  discussion. 

Emphasis  is  placed  on  the  student’s  respon- 
sibility as  a team  leader.  In  this  role  she  gains 
experience  in  planning,  organizing  and  giving 
nursing  care,  in  making  assignments  within  the 
team,  leading  team  conferences,  developing  nurs- 
ing care  plans,  and  preparing  and  giving  report 
to  the  evening  team  or  teams.  These  experiences 
further  her  ability  to  apply  group  work  prin- 
ciples. 

She  also  adds  to  her  depth  of  understanding  of 
the  disease  processes  as  she  observes  them  in 
patients,  and  has  the  opportunity  to  develop  the 
technical  competence  compatible  with  her  lead- 
ership responsibility. 

Basic  administration  principles  of  unit  organ- 
ization as  they  apply  to  her  experience  as  team 
leader  are  identified  and  practiced. 

Students  are  introduced  to  the  basic  principles 
and  concepts  in  research  through  selection  of  a 
patient-centered  type  project. 

Student  progress  is  evaluated  on  the  basis  of 
the  clinical  instructor’s  observations  of  her  per- 
formance in  the  team  leader’s  role,  on  midterm 
and  final  examinations,  individual  conferences, 
class  presentations,  quality  of  her  reports  and  re- 
search project. 
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THE  NURSING  PROFESSION'S  GROWING  PAINS 
or  maybe  it's  the  doctors' 

This  issue  of  the  Journal  tells  some  of  the 
changes  taking  place  in  education  of  nurses  and 
the  nursing  profession’s  hope  for  the  future. 

We  have  for  years  given  lip  service  to  the 
nurses  and  always  said  “profession,”  but  really 
didn’t  give  them  the  responsibility  that  the  term 
profession  should  imply.  This  father-daughter 
relationship  seemed  to  be  working  well  until 
the  nurses  came  out  for  Medicare  and  published 
their  position  paper,  then  all  hell  broke  loose. 
Medicare  you  could  rationalize  as  an  adolescent’s 
bid  for  independence,  but  the  position  paper 
was  something  else.  It  was  interpreted  by  many 
of  the  nurses  as  their  Flexner  report,  and  by 
most  doctors  as  a ploy  by  the  nursing  educators 
to  upgrade  their  role  and  get  rid  of  all  the  good 
bedside  nurses.  (Some  of  the  fire  went  out  of 
my  argument  when  I realized  that  if  my  daughter 
wanted  to  become  a nurse,  I would  strongly 
urge  that  she  get  a B.S.  degree.) 

Fortunately,  the  worst  fears  have  not  been 
realized  as  many  of  the  diploma  schools  are 
affiliating  with  Junior  Colleges  to  give  associate 
degrees.  The  number  of  nurses  graduating  from 
all  types  of  schools,  B.S.,  associate  and  diploma, 
has  not  decreased  in  the  past  few  years  even 
though  the  number  of  the  diploma  schools  has 
markedly  decreased. 

There  has  been  an  Arizona  Medical  Associa- 
tion-Arizona  State  Nurses’  Association  Liaison 
Committee  for  a number  of  years.  Within  the 


last  two  to  three  years,  under  the  excellent 
direction  of  Doctor  William  Payne,  it  has  be- 
come more  active  with  four  to  five  meetings  a 
year.  The  more  we  talked,  the  more  it  became 
apparent  that,  as  in  most  problems  between 
groups,  communication  was  at  fault.  It  is  amaz- 
ing how  reasonable  nurses  can  be  if  you  sit 
down  and  talk  to  them. 

To  further  aid  this  discourse  there  will  be  a 
Nurse-Doctor  meeting  on  October  10  and  11  on 
the  subject  of  “Physicians  and  Nurses  Plan  To- 
gether for  Improved  Patient  Care”  where  a larg- 
er segment  of  both  professions  can  get  to  know 
the  others  problems  better.  If  our  frame  of 
reference  in  talking  with  the  nurses  was  that 
they  are  not  working  for  us,  but  that  both  of  us 
are  working  for  the  benefit  of  the  patient,  it 
would  probably  help. 

In  the  meantime  if  you  see  a nurse,  be  kind 
to  her.  They  are  going  through  the  phases  of 
beginning  specialization  and  the  economic  prob- 
lems that  go  with  this.  They  are  wondering. 
What  should  be  their  relationship  with  hospital 
administrators?  How  can  you  continue  to  give 
dignity  and  pride  to  the  diploma  graduate  and 
the  bedside  nurse  without  splitting  the  graduate 
and  diploma  and  associate  programs?  We  will 
be  glad  to  give  them  advice  on  these  problems 
as  soon  as  we  solve  them  for  ourselves. 

Richard  O.  Flynn,  M.D. 

President 
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At  a recent  meeting  of  the  American  Medical 
Association,  authorization  was  given  to  establish 
a new  specialty  — a Board  of  Family  Practice. 
This  represents  the  culmination  of  many  years 
of  effort  by  a dedicated  group  of  persons  who 
have  felt  that  family  medicine  should  be  ack- 
nowledged as  a specialty  and,  further,  that  a 
core  program  can  be  identified  as  prerequisites 
for  training  in  that  specialty. 

This  decision  has  many  implications.  One  is 
that  it  forces  a reconsideration  of  the  significance 
of  the  M.D.  degree.  For  over  half  a century, 
medical  schools  have  been  granting  the  M.D. 
degree  to  students  who  have  completed  a pre- 
scribed course  of  work.  In  most  instances,  this 
has  occurred  four  years  after  graduation  from 
college.  The  degree  has  constituted  one  of  the 
requirements  for  admission  to  internship,  resi- 
dency training  and,  finally,  to  licensure  itself. 

Since  1919,  as  increased  numbers  of  physicians 
sought  certification  by  the  specialty  boards,  the 
significance  of  the  M.D.  began  to  change;  that 
is,  certification  became  the  desired  objective. 
For  those  who  did  not  achieve  certification,  for 
one  reason  or  another  (this  includes  not  apply- 
ing), the  M.D.  degree  tended  to  become  the 
“floor”  of  achievement.  Now,  with  the  approval 
of  a Specialty  Board  for  Family  Physicians,  it 
is  reasonable  to  assume  that  every  graduate  from 
medical  school  will  now  seek  additional  training. 

If  all  such  persons  are  successfully  certified, 
the  M.D.  degree  could  be  construed  as  having 
no  real  significance  whatsoever.  On  the  other 
hand,  everyone  who  seeks  certification  will  not 
succeed  and,  instead,  the  M.D.  degree  will  as- 
sume increased  importance  as  a “floor,”  testify- 
ing to  society  that  the  holder  is  prepared  to  seek 
licensure  to  practice  in  spite  of  his  inability  to 
become  certified. 

Ordinarily,  this  circumstance  would  not  be  as 
serious  as  the  above  reasoning  suggests.  How- 
ever, other  changes  are  taking  place  that  cast  a 
new  light  on  the  problem.  Briefly,  there  is  a 
tremendous  effort  afoot  to  shorten  the  total  span 
of  medical  education  and,  since  we  have  now 
added  residency  training  as  a requirement  for 
all  specialists,  the  shortening  will  necessarily 
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come  in  the  medical  school  years.  This  is  not 
very  difficult  to  achieve.  In  fact,  we  have  al- 
ready acknowledged  that  medicine  is  now  too 
broad  to  be  adequately  covered  in  medical 
school  and,  therefore,  we  have  started  to  shorten, 
and  even  eliminate,  many  traditional  presenta- 
tions in  favor  of  elective  materials.  Thus,  at  a 
time  when  the  M.D.  degree  may  be  of  increased 
importance  in  representing  a certain  minimal 
academic  achievement,  the  material  which  is 
prerequisite  to  the  degree  is  becoming  less 
definite. 

The  situation  is  made  somewhat  more  com- 
plex, unlike  almost  any  other  field  of  endeavor, 
the  M.D.  degree  already  has  a dimension  to  it 
that  is  not  customary  with  other  degrees.  True,  it 
constitutes  an  acknowledgment  that  its  recipient 
has  satisfactorily  completed  a specific  and  pre- 
scribed academic  curriculum  in  an  accredited 
institution.  At  the  same  time,  it  is  something 
more.  It  represents  a faculty  “judgment”  that 
the  recipient  is  ready,  subject  only  to  licensure, 
to  serve  society.  In  this  sense,  it  represents 
something  broader  than  academics  alone;  per- 
haps an  assessment  of  character,  motivation, 
integrity,  moral  and  ethical  principles,  emotional 
stability,  perhaps  even  sanity  itself. 

Thus,  in  the  presence  of  shrinking  academic 
requirements  leading  to  the  degree,  and  the 
imposition  of  certification  for  all  specialties  be- 
tween the  degree  and  practice,  it  is  clear  that 
a reassessment  of  the  significance  of  the  degree 
is  in  order.  Or,  perhaps  more  importantly,  if  we 
re-affirm  our  conviction  that  the  degree  repre- 
sents an  educational  achievement  and  yet  is 
prerequisite  to  licensure,  we  may  end  up  con- 
cluding that  we  are  giving  the  degree  at  the 
wrong  time;  most  probably  too  soon. 

The  council  on  Medical  Education  of  the 
American  Medical  Association  is  apparently  now 
turning  its  attention  to  this  question.  A lot  of 
us  are  looking  forward  to  learning  of  its  views 
on  the  subject. 
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Editorial 


ANGER 


William  B.  McGrath,  M.D. 

There  is  an  appalling  miasma  of  anger  in  the 
world.  We  had  better  find  the  swamps  from 
which  it  emanates  and  try  to  drain  them. 

The  first  such  swamp  is  our  relentless  over- 
stimulation.  The  simple  arithmetic  of  this  is  so 
obvious  that  it  has  almost  escaped  recognition. 
The  human  brain  has  not  evolved  to  accom- 
modate the  terrible  excitations  created  by  the 
amplifiers  and  accelerators  of  technology.  The 
crowdings  of  urbanization  and  the  clanging 
speed-ups  of  machinery  are  literally  choking 
our  central  nervous  systems.  In  any  waking 
period  our  sensory  receptors  are  gulping  a flood 


of  rushing  stimuli,  thousands  of  impressions 
which  have  to  be  processed  by  the  brain.  And 
the  mounting  voltage  of  sensory  intake  has  no 
corresponding  release  or  discharge  in  motor 
output. 

On  a horse  at  a gallop  the  faster  one  rides  the 
more  rapid  the  impingement  of  the  passing 
scenes  and  sounds  and  other  sensations.  But 
there  is  a proportionate  and  exhilarating  engage- 
ment of  all  the  rider’s  physical  systems.  Not  so 
in  our  unnatural  environment.  The  hurtling  of 
an  automobile  and  the  exploding  sights  provoke 
no  more  physical  response  than  a feeble,  almost 
effeminate,  little  movement  of  the  hand  on  the 
wheel  or  the  foot  on  the  pedal. 

If  a phone  were  to  ring  in  the  wilderness  an 
alert  animal  would  startle  and  shy  or  run  away. 
Disregarding  our  experience  of  the  same  alarms, 
we  hardly  even  widen  our  gaze. 

We  sit  still,  watching  a television  program. 
Billions  of  shards  of  noise  and  flashing  colors 
are  bombarding  the  brain  — more  in  that  hour 
than  normally  could  be  filtered  in  a month.  In  a 
laboratory  we  have  witnessed  actual  convulsions 
due  to  overloads  of  auditory  and  photic  stim- 
ulation. Just  this  side  of  the  life-saving  discharge 
mechanism  of  a seizure  there  is  always  an 
intense  nervous  irritability. 

The  chap  across  the  street,  a young  executive, 
goes  out  every  morning  to  jog  for  a mile  or  two. 
The  exercise  is  good  for  him,  in  itself  and  as  a 
physical  release  of  tension.  Still  at  some  point 
I wish  he  would  halt.  I wish  he  could  tarry  to 
look  at  the  stars  or  to  watch  the  slow  setting  of 
the  moon.  His  pulse,  his  metabolism,  all  his  body 
fluids  — unchanged  for  millions  of  years  — might 
settle  back  into  harmony  with  nature  for  just 
a little  while.  And  sometimes  his  vigilant  mind, 
the  sentinel,  could  look  on  a peaceful  scene. 

What  a schizophrenic  choice:  will  we  have  to 
wear  dark  glasses  all  the  time  or  else  develop 
premature  cataracts  to  protect  our  retina?  If  we 
do  nothing  to  gentle  our  culture,  our  way  of  life, 
we’ll  dot  the  landscape  with  wrecking-yard  hos- 
pitals for  psychiatric  and  psychosomatic  casual- 
ties. This  is  already  happening. 

A connecting  marsh  of  anger  is  our  anonymity. 
To  be  unknown  and  unidentifiable  is  to  lose  the 
effective  sanctions  and  controls  of  a cherished 
reputation. 

Anonymity  does  release  mean  and  brutish  con- 
duct. An  unsigned  letter  is  seldom  charitable  or 
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constructive.  A person  who  is  normally  civil  will 
yet  berate,  even  curse,  a nameless  receptionist 
or  an  impersonal  company  on  the  telephone. 
One  will  spew  malicious  generalizations  about 
a whole  group,  but  be  too  cowardly  to  confront 
an  individual  member.  In  a store  or  restaurant 
or  even  from  a policeman  or  bureaucrat,  a person 
will  receive  a lot  more  courteous  attention  when 
he  is  recognized  by  name. 

The  harm  of  anonymity  is  illustrated  by  our 
dangerous  behavior  in  traffic.  At  a busy  intersec- 
tion the  crouching  cars  are  growling  with  the 
savagery  of  an  atavistic  mob.  Yet  if  the  driver 
next  to  us  could  be  sure  that  we  knew  him  by 
name,  would  he  not  promptly  recall  his  charac- 
teristic politeness?  Perhaps  nothing  would  sub- 
due our  driving  aggressions  more  successfuly 
than  to  have  our  names  painted  prominently  on 
the  backs  or  sides  of  our  automobiles.  The  badge 
a man  wears  at  a meeting  might  well  be  a 
permanent  part  of  his  apparel. 

It  is  a function  of  intelligence  in  the  service  of 
instinct  to  call  a person  or  even  an  animal  by 
name.  To  name  is  partly  to  grasp,  to  have  a 
subtle,  comforting,  mutual  control,  quelling  the 
bristling  of  the  stranger. 

There  is  another  and  adjacent  bog  of  anger. 
At  the  bottom  of  it  are  rich  but  rotting  residues 
of  human  altruism. 

We  tote  up  a tape  of  the  day’s  deposits  and 
expenditures.  Into  the  airless  drawer  of  a cash 
register  then  we  lock  the  human  spirit  for  the 
night.  No;  we  are  not  petty  and  selfish  by  nature. 
We  do  not  want  to  live  this  way. 

In  days  gone  by  there  were  many  things 
which  one  could  do  to  help  his  neighbor.  How 
else  could  a man  feel  good?  We  may  come  to 
resemble  the  snapping  machinery  of  our  culture. 
But  the  wish  to  be  helpful  is  still  and  always 
there. 

Men  do  have  almost  limitless  resources  of 
benevolence,  of  compassion  and  kindness.  It  is 
a rationalization,  a bad  mistake  to  dismiss  these 
resources  as  latent  or  dormant.  Altruism  is  not 
a sentiment.  It  is  a force,  a compelling  drive. 
As  with  any  instinct,  when  it  has  no  specific 
outlet  it  is  converted  into  the  general  irritability 
of  frustration. 

This,  then,  is  the  interrelationship  of  three 
sources  of  our  anger:  in  our  insane  hurry  and  in 
our  anonymity,  we  have  lost  the  opportunity  to 
be  helpful  to  one  another. 


In  Memoriam 


RUTH  E.  EWING,  M.D. 

Dr.  Ruth  E.  Ewing  was  born  in  Kansas  City, 
Kansas  in  1899  and  expired  in  Tucson,  Arizona 
in  1968.  She  was  married  to  Mr.  C.  William 
Mahnken.  She  received  her  undergraduate  de- 
gree at  the  University  of  Kansas  in  1920  and  her 
Doctorate  in  Medicine  at  the  University  of 
Kansas  Medical  School  in  1922.  She  served  her 
interneship  at  New  Haven  ( Conn. ) Hospital  and 
her  residency  at  Belmont  Hospital  in  Worcester, 
Mass.  She  studied  Pathology  in  Vienna  in  1932. 
She  was  a Gynecologist  and  a Fellow  of  the 
American  College  of  Surgeons  and  certified  by 
the  American  Board  of  Obstetrics  and  Gyne- 
cology. Dr.  Ewing  was  licensed  to  practice  med- 
icine and  surgery  in  Arizona  in  1959  and  moved 
to  Tucson,  where  she  lived  until  the  date  of  her 
death. 

Harold  W.  Kohl,  Sr.,  M.D. 


ROBERT  KING  SMITH,  M.D. 

Dr.  Robert  King  Smith,  “King”  as  he  was 
affectionately  known  to  his  contemporaries,  was 
an  outstanding  obstetrician  in  Tucson  from  1925 
until  his  retirement  in  1948.  He  was  born  in 
Stockdale,  Texas  in  1887  and  expired  in  Tucson 
in  1968. 

A 1911  graduate  of  Vanderbilt  School  of  Med- 
icine, he  practiced  in  Elmendorf,  Texas  until  he 
moved  to  Arizona  in  1925.  He  was  president  of 
the  Pima  County  Medical  Society  in  1935  and 
was  a Fellow  of  the  American  College  of  Sur- 
geons. He  served  11  months  overseas  in  the 
Army  Medical  Corps  in  World  War  I. 

Dr.  Smith  is  survived  by  a son  and  by  his 
widow,  Vivian. 

Harold  W.  Kohl,  Sr.,  M.D. 
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April  3,  1969 

William  B.  McGrath,  M.D., 

Assistant  Editor 
Arizona  Medicine 

4601  North  Scottsdale  Road,  Suite  201 
Scottsdale,  Arizona  85251 
Dear  Doctor  McGrath: 

Your  editorial  regarding  the  “Adversary  Sys- 
tem” in  the  March  issue  of  Arizona  Medicine  is 
quietly  but  thoughtfully  applauded. 

In  my  early  involvement  in  the  Workmen’s 
Compensation  System  in  this  state  I thought 
groups  of  physicians  could  resolve  most  issues 
which  I soon  discovered  properly  fall  under  the 
jurisdiction  of  the  courts  or  agencies,  such  as  the 
Industrial  Commission.  When  the  Arizona  Work- 
men’s Compensation  Law  was  first  drafted  it 
was  not  contemplated  that  it  would  create  an 
adversary  system.  At  times  the  courts  have  noted 
that  it  should  not  be.  In  practice  it  has,  however, 
become  such,  and  recent  amendments  to  the 
law,  establishing  the  Industrial  Commission  as 
primarily  an  adjudicatory  body,  seem  to  have 
clearly  set  the  pattern. 

The  issues  in  this  adversary  system  range  from 
compensability  to  defoliation  of  injury  and  acci- 


dent, to  average  monthly  wage  determinations, 
to  permanent  disability  and  loss  of  earning  cap- 
acity determinations.  Those  with  which  physi- 
cians can  be  of  specific  assistance  are  much  in 
the  minority. 

In  spite  of  the  seemingly  popular  impression, 
the  adversaries  are  not  the  physician  and  the 
Industrial  Commission.  The  adversaries  are  the 
injured  workman  and  the  insured  employer,  with 
the  law  and  its  interpretation  heavily  weighted 
in  favor  of  the  workman.  In  most  instances,  of 
course,  the  insurance  carrier  acts  as  an  agent  for 
the  insured  employer. 

Under  workmen’s  compensation  the  adversary 
parties  are  each  entitled  to  their  day  in  court 
and  unfortunate  as  it  may  be  for  physicians  our 
testimony  is  frequently  needed  and  may  carry 
great  weight  in  the  legal  resolution  of  the  issues. 
As  physicians  we  frequently  become  annoyed 
by  the  apparent  incapacity  of  the  legal  profession 
to  understand  our  discipline,  and  our  comments 
demonstrate  the  pot  calling  the  kettle  black. 
Sincerely  yours, 

Walter  V.  Edwards,  M.D., 

Medical  Director 

Industrial  Commission  of  Arizona 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 

Scottsdale's  Newest  & Finest  Medical  Building 

OPHTHALMOLOGY  PHYSICAL  THERAPIST  FAMILY  DOCTOR 

Peter  S.  Sykowski,  M.D.,  F.A.C.S.  Jean  Hoffman,  R.P.T.  Jack  E.  Groh,  M.D. 

DENTIST  DENTAL  LAB.  OBSTETRICS  & GYNECOLOGY  Robert  M.  Mattson,  M.D. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake  Roy  O.  Young,  M.D.  PSYCHIATRY 

Robert  A.  Spence,  D.D.S.  Gregory  C.  Smith,  M.D.  Murray  Urie,  M.D, 

INTERNAL  MEDICINE  & CARDIOLOGY  PLASTIC  & RECONSTRUCTIVE  SURGERY  GENERAL  SURGERY 

John  F.  Currin,  M.D.,  F.A.C.P.  Richard  O.  Kiraly,  M.D.  Jack  O.  McFarland,  M.D. 

Adjoining  Hospital  Medical  Center  with: 

PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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new  protective  cap 


JO  OPEN ; SEE  back  tABEi- 


Fa$T  PAtN  REUeF 

headache.  SWSOMAR  A<X>eS 

PAINS-  **>  «>»  Pip  a,sess; 


BAYER 


Doctor,  here’s  the  newest  reason 


A special  Adult  Aspirin  Bottle 
with  a Child-Guard  Cap 
for  families  with  small  children 


No  matter  how  closely  a child  is 
watched,  he  has  a way  of  getting  into  things. 

Thats  why  Bayer,  the  world  leader 
in  aspirin  products,  has  put  a special  Child- 
Guard  Cap  on  a new  75-tablet  package  of 
Adult  Bayer® Aspirin. 

Easy  enough  for  parents  to  remove, 
the  cap  has  a two-step  action  that  makes  it 
very  difficult  for  children.  This  gives  an 
added  measure  of  protection  when  the  cap 
is  tightly  replaced  and  the  aspirin  is  stored 
safely  out  of  children’s  reach. 


Yes,  now  families  with  small  children 
can  have  the  added  protection  of  the  Child- 
Guard  Cap  on  the  special  75-tablet  bottle 
of  5-gr.  Adult  Bayer  Aspirin  as  well  as  on 
1 l/4-gr.  Bayer  Children’s  Aspirin. 

So  whenever  you  advise  your  patients 
on  their  childrens  safety.. .safety  that  re- 
quires the  careful  handling  of  all  drugs, 
cleaning  agents,  pesticides,  and  other  house- 
hold products...  please  mention  Bayers  new 
Child-Guard  Cap. 

Added  safety. . . that’s  added  confidence. 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG,  INC. 
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Because  today’s 
skin  problems 
areharderto  hide... 
and  plain  topical  steroids, 
like  bikinis,  often  don’t 
provide  adequate  coverage... 
improve  therapeutic 
prospects  with 

Vioform-Hydrocortisone 


(iodochlorhydroxyquin  and  hydrocortisone) 

antifungal. ..antibacterial... 

anti-inflammatory. ..antipruritic 


Today’s  “mini”  styles  and  maximum  skin  exposure  lend  urgency  to 
your  need  for  effective  dermatologic  preparations.  Of  these, 
plain  topical  steroids  enjoy  wide  use.  But  certain  common  skin  disorders— 
those  of  fungal  or  bacterial  origin,  and  skin  lesions  with  secondary 
infections— require  more  comprehensive  therapy.  In  fact,  plain  topical 
steroids  are  contraindicated  as  sole  therapy  in  these  cases.  That’s 
why  so  many  doctors  prescribe  Vioform-Hydrocortisone.  This 
combination  provides  the  anti-inflammatory  and  antipruritic  benefits 
of  hydrocortisone . . . plus  antibacterial  and  antifungal  actions. 


For  prescribing  information,  please  see  following  page. 


C I B A 


CIBA  Pharmaceutical  Company,  Summit,  N.J. 


Vi  of  or  m2 
Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 
antifungal... 
antibacterial... 

anti-infiammatory... 

antipruritic 

Indications:  Most  acute  and  chronic  skin 
disorders  (consult  product  literature). 
Contraindications:  Should  not  be  used 
in  the  eye,  or  topically  in  the  presence  of 
tuberculosis,  vaccinia,  varicella,  or  other 
viral  skin  conditions. 

Precautions:  May  prove  irritating  to  sen- 
sitized skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain.  If  used 
under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pitui- 
tary-adrenal axis  suppression.  May  inter- 
fere with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of 
therapy  before  performing  these  tests. 
The  ferric  chloride  test  for  phenylketo- 
nuria (PKU)  can  yield  a false  positive  result 
if Vioform  is  present  inthediaperorurine. 
Adverse  Reactions:  Rare:  local  burning, 
irritation,  itching.  May  cause  striae  at 
site  of  application  when  used  for  long 
periods  in  intertriginous  areas. 

Dosage:  Apply  a small  amount  to  af- 
fected areas  3 or  4 times  daily. 

Supplied:  Cream,  3%  iodochlorhydroxy- 
quin and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearyl 
alcohol,  spermaceti,  petrolatum,  sodium 
lauryl  sulfate,  and  gylcerin  in  water; 
tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a petrolatum  base;  tubes  of 
5 and  20  Gm.  Lotion,  3%  iodochlorhy- 
droxyquin and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic 
acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60, 
triethanolamine,  methylparaben,  propyl- 
paraben, and  perfume  Flora  in  water; 
plastic  squeeze  bottles  of  15  ml. 
Economical  Forms  for  Less  Severe 
Dermatoses:  Mild  Cream,  3%  iodochlor- 
hydroxyquin and  0.5%  hydrocortisone  in 
a water- washable  base  containing 
stearyl  alcohol,  spermaceti,  petrolatum, 

< lauryl  sulfate,  and  glycerin  in 
tubes  of  V2  and  1 ounce.  Mild 
i,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a petrolatum 
base;  tubes  of  V2  and  1 ounce.  */3»4imb 

C I B A 

CIBA  Pharmaceutical  Company,  Summit,  N.J. 


Sedation  without  peaks  and  vatleys 

REMOVES  THE  MENTAL  BLUR 
THAT  CLOUDS  VISION 


CONSTRUCTIVE  THERAPY— Solfoton  in  any  form 
taken  at  6 hour  intervals  maintains  sedation  at  the 
threshold  of  calmness,  sustaining  a mental  climate 
for  purposeful  living. 

Each  tablet  or  capsule  contains: 

PHENOBARBITAL  (Warning:  may  be  habit  forming)  ...16  mg. 
BENSULFOID®  (See  P.D.R.)  65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

Literature  and  clinical  supply 
available  to  physicians. 

FEDERAL  LAW  PROHIBITS  DISPENSING  WITHOUT  PRESCRIPTION 

AVAILABLE 

SOLFOTON  (yellow,  uncoated  tablets  ‘‘P”) 

100s,  500s,  5000s 

SOLFOTON  CAPSULES  (yellow  and  brown) 

100s,  500s,  1000s 

SOLFOTON  S/C  (sugar-coated,  beige  tablets) 

100s,  500s,  4000s 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


helps  restore  normal  motility  and  tone 

CANTIL 

(mepenzolate  bromide) 


Diarrhea  and  other  symptoms  of  common 
G.l.  disorders  can  often  be  curbed  with  Cantil 
(mepenzolate  bromide),  bringing  welcome  relief 
to  the  harassed  patient.  Relatively  specific  for 
the  hyperactive  colon,  it  helps  reduce 
diarrhea,  pain  and  spasm  with  minimal  effect 
on  other  viscera.  Cantil  (mepenzolate  bromide) 
is  indicated  whenever  these  symptoms  are 
associated  with  irritable  colon,  gastroenteritis, 
diverticulitis,  and  mild  to  moderate 
ulcerative  colitis. 

It  is  an  anticholinergic  drug  without  narcotic 
LAKESIDE  properties.  Side  effects  are  usually  mild. 


CONTRAINDICATIONS:  Sensitivity  to  Cantil®  (mepenzolate  bromide),  glau- 
coma, G.l.  or  G.U.  obstruction,  toxic  megacolon.  WARNINGS:  Possibility  of 
adverse  reactions  in  advanced  severe  ulcerative  colitis  and  atypical  agitated 
reactions  to  phenobarbital  in  the  elderly  (Cantil  with  Phenobarbital). 
PRECAUTIONS:  Cantil  is  of  adjunctive  use  only;  treatment  of  the  underlying 
condition  is  indicated,  be  itorganic  or  functional.  Observe  caution  in  conditions 
known  to  be  incompatible  with  atropine-like  drugs,  e.g.,  open-angle  glaucoma 
or  prostatic  hypertrophy.  ADVERSE  EFFECTS:  Dry  mouth;  blurred  vision; 
constipation;  nausea;  vomiting;  bloating;  dizziness;  urinary  retention.  All  are 
anticholinergic  effects  and  usually  tolerable.  Habituation  and  idiosyncratic 
reactions  to  phenobarbital  (Cantil  with  Phenobarbital)  are  possible,  as  is 
generalized  rash.  DOSAGE:  One  or  two  tablets  three  times  a day  and  one  or 
two  at  bedtime  usually  provide  prompt  relief.  Cantil  with  Phenobarbital  may 
be  prescribed  if  sedation  is  required.  HOW  SUPPLIED:  CANTIL  (mepenzolate 
bromide)— 25  mg.  per  scored  tablet.  Bottles  of  100  and  250.  CANTIL  with 
PHENOBARBITAL— containing  in  each  scored  tablet  16  mg.  phenobarbital 
(warning:  may  be  habit  forming)  and  25  mg.  mepenzolate  bromide.  Bottles 
of  100  and  250. 


LAKESIDE  LABORATORIES,  INC.,  Milwaukee,  Wisconsin  53201 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 


One  Ambar  Extentab  before  breakfast  can 
help  control  most  patients’  appetite  for  up 
to  12  hours.  Methamphetamine,  the  appe- 
tite suppressant,  gently  elevates  mood  and 
helps  overcome  dieting  frustrations.  Pheno- 
barbital,  the  sedative  in  Ambar,  controls  irritability  and 
anxiety. ...  .helps  maintain  a state  of  mental  calm  and  equa- 
nini  oth  work  together  to  ease  the  tensions  that  erode 
thii  willpower  during  periods  of  dieting. 

Also  available:  Ambar  #1  Extentabs®—  methamphetamine 
hydrochloride  10  mg.,  phenobarbital  64.8  mg.  (1  gr.)  (Warn- 
ing: may  be  habit  forming). 


AM  B AR  2 

EXTENTABS 


methamphetamine  HC1  15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


BRIEF  SUMMARY/Indications:  Ambar 
® suppresses  appetite  and  helps  offset  emo- 
tional reactions  to  dieting.  Contraindica- 
tions: Hypersensitivity  to  barbiturates  or 
sympathomimetics;  patients  with  advanced 
renal  or  hepatic  disease.  Precautions:  Administer  with  cau- 
tion in  the  presence  of  cardiovascular  disease  or  hypertension. 
Side  Effects:  Nervousness  or  excitement  occasionally  noted, 
but  usually  infrequent  at  recommended  dosages.  Slight  drows- 
iness has  been  reported  rarely.  See  package  insert  for  further 
details.  a.  h.  robins  company,  AH-ROBINS 


A.  H.  ROBINS  COMPANY, 
RICHMOND,  VA.  23220 


“anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


'anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL* 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  (1.7.5%),  benzyl  benzoate 
(1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HC" 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC" 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCl  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


I N-91-4C 


With  the 
broad  Polycillin 

(ampicillin  tri  hydrate) 

spectrum... 


stREPT( 


^penicillinase- 


FUNDUUFORW"5 


»OLYTi 


BACTERO’ 


...you  have 
a lot  going  for  you 
in  the  wide 
range  of  bacterial 
infections. 


phylococci 


* 


5 


PRESCRIBING  INFORMATION.  For  complete 
information  consult  Official  Package  Circular. 
Indications:  Infections  due  to  susceptible  strains 
of  Gram-negative  bacteria  (including  Shigellae, 
S.  typhosa  and  other  Salmonellae,  E.  coli,  H.  in- 
fluenzae, P.  mirabilis,  N.  gonorrhoeae  and  N. 
meningitidis)  and  Gram-positive  bacteria  (in- 
cluding streptococci,  pneumococci  and  nonpeni- 
cillinase-producing staphylococci). 
Contraindications:  A history  of  allergic  reac- 
tions to  penicillins  or  cephalosporins  and  infec- 
tions due  to  penicillinase-producing  organisms. 
Precautions. Typical  penicillin-allergic  reactions 
may  occur,  especially  in  hypersensitive  pa- 
tients. Mycotic  or  bacterial  superinfections  may 
occur.  Experience  in  newborn  and  premature 
infants  is  limited  and  caution  should  be  used 
in  treatment,  with  frequent  organ  function  eval- 
uations. Safety  for  use  in  pregnancy  is  not  estab- 
lished. In  gonorrheal  therapy,  serologic  tests 
for  syphilis  should  be  performed  initially  and 


monthly  for  4 months.  Assess  renal,  hepatic 
and  hematopoietic  function  intermittently  dur- 
ing long-term  therapy. 

Adverse  Reactions:  Skin  rash,  pruritus,  urti- 
caria, nausea,  vomiting,  diarrhea  and  anaphy- 
lactic reactions.  Mild  transient  elevations  of 
SGOT  or  SGPT  have  been  noted.  Black  tongue 
has  been  noted  in  some  patients  receiving  the 
Chewable  Tablets. 

Usual  Dosage:  Adults— 250  or  500  mg.  q.  6 h. 
(according  to  infection  site  and  offending  or- 
ganisms). Children— 50-100  mg. /Kg. /day  in  3 
to  4 divided  doses  (depending  on  infection  site 


Polycillin 

(ampicillin  tri  hydrate) 


and  offending  organisms).  Bacterial  meningitis 
— 150-200  mg./ Kg. /day  in  6 to  8 divided  doses. 
Children  weighing  more  than  20  Kg.  should  be 
given  an  adult  dose  when  prescribing  orally. 
In  parenteral  administration,  children  weighing 
more  than  40  Kg.  should  be  given  an  adult  dose. 
Beta-hemolytic  streptococcal  infections  should 
be  treated  for  at  least  10  days. 

Supplied:  Capsules— 250  mg.  in  bottles  of  24  and 
100.  500  mg.  in  bottles  of  16  and  100.  For  Oral 
Suspension— 125  mg./5  ml.  in  60,  80  and  150 
ml.  bottles.  250  mg./ 5 ml.  in  80  and  150  ml. 
bottles.  Chewable  Tablets— 125  mg.  in  bottles 
of  40.  Injectable— for  I.M./I.V.  use— vials  of 
125  mg.,  250  mg.,  500  mg.,  and  1 Gm.  Pediatric 
Drops— 100  mg./ml.  in  20  ml.  bottles. 

11-1/2/69  A.H.F.S.  Category  8:12.16 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


BRISTOL 


The  penicillin  you  use  like  a broad-spectrum  antibiotic 


Public  Enema  No.1 


bowel  cleansing.  Your  patients  will  often  prefer  it  to 
embarrassing  enemas.  And  you  can  be  sure  nurses 
will  appreciate  the  saving  in  time  and  effort. 


Dulcolax  tablets  taken  at  night  usually  result  in  a 
bowel  movement  the  following  morning.  A combina- 
tion of  tablets  at  night  and  a suppository  the  next 
morning  generally  cleans  the  bowel  thoroughly  in 
preparation  for  surgery  or  special  procedures.  Keep 
in  mind,  however,  that  the  drug  is  contraindicated  in 
the  acute  surgical  abdomen. 


Claim  the  rewards  of  sparing  your  patients  the  tubes 
and  tribulations  of  unpleasant  enemas. 

Compared  to  enemas,  Dulcolax  suppositories  are  a 
gentler  and  simpler  way  to  empty  the  bowel.  Gone 
are  the  tubing,  the  “accidents”,  and  the  bruised  egos. 
Just  one  suppository,  inserted  against  the  bowel  wall, 
usually  brings  about  an  evacuation  within  15  minutes 
to  an  hour. 

In  the  hospital,  order  Dulcolax  for  constipation  or 


predictable 


Under  license  from  Boehringer  Ingelheim  G.m.b.H 


Geigy  Pharmaceuticals.  Division  of  Geigy  Chemical  Corporation,  Ardsley.  New  York  10502 


DU-61H 


thanks  to 


| 

the  "daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . ; . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 

I economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (34  gr.)  to  30  mg.  [}A  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  (H  gr.), 

30  mg.  (34  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (34  gr.),  30  mg.  {y2  gr.). 

McNEIL ) 

VIcNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


his  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
Hey  ball,  ping  pong,  shuffleboard  and  badminton, 
ail  under  the  supervision  ot  a trained  therapist. 

1 hose  preferring  restful  relaxation  may  enjoy 
quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


mwM  nospna 


5055  North  34th  Street 


955-6200 


PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporator 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 

ROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATIOl 


A face  only  a 
mother  could  love. 


^eal  Mi  Ik  St 


Dairy  Council  of  Arizona 
1016  North  32nd  Street 
Phoenix,  Arizona  85008 


Position 

Address 


That’s  just  the  problem. 

A mother’s  love  tells  her  her 
children  need  mi  Ik.  Real  milk: 
But  who  tells  a mother  why? 

y0  u can.  As  a professional 
she’ll  listen  to  you. 

You  can  tell  her  that  milk 
and  the  other  dairy  foods  prc 
vide  over  75%  of  the  calcium 
in  the  American  food  supply. 
Calcium  for  bone  strength. 
And  protein  (the  kind  that 
contains  all  the  essential  amin 
acids)  for  soft  tissue  growth 
and  maintenance. 

Expl  ain  the  vital  role  that 
dairy  foods  play  in  a balance 
diet  for  her  whole  family. 

If  you  need  more  facts,  we 
can  help.  We  have  all  the  lati 
information  on  milk. 

Free  pamphlets  and  booklets. 
Newer  knowledge  of  milk. 

All  waiting  for  you. 

With  it,  you  can  help  add 
a little  understanding  to  love. 


In  the  complex  picture 
of  moderate  to  severe  anxiety... 


there  is  a I new!  reason 


for  prescribing  Mellaril 

* ° (Thioridazine  HC1) 


effectiveness  in 
mixed  anxiety- depression 


Long  recognized  for  its  usefulness  in  the 
treatment  of  moderate  to  severe  anxiety, 

Mellaril  is  now  also  known  to  be  effective 
against  mixed  anxiety-depression. 

Often  the  symptoms  of  anxiety  states  are 
difficult  to  sort  out— even  with  the  most  careful 
probing.  The  patient  may  manifest  symptoms  of 
agitation,  restlessness,  insomnia,  somatic 
complaints.  But  what  of  the  depression  that  may 
be  mixed  in  the  total  picture?  It  is  reassuring 
to  know  that  Mellaril  may  be  prescribed— with 
strong  possibilities  of  success— when  there  is 
anxiety  alone  or  a mixture  of  anxiety 
and  depression. 


Before  prescribing  or  administering,  see  Sandoz 
literature  for  full  product  information,  including 
adverse  reactions  reported  with  phenothiazines.  The 
following  is  a brief  precautionary  statement. 
Contraindications:  Severe  central  nervous  system 
depression,  comatose  states  from  any  cause, 
hypertensive  or  hypotensive  heart  disease  of 
extreme  degree. 

Warnings:  Administer  cautiously  to  patients  who 
have  previously  exhibited  a hypersensitivity  reaction 
(e.g.,  blood  dyscrasias,  jaundice)  to  phenothiazines. 
Phenothiazines  are  capable  of  potentiating  central 
nervous  system  depressants  (e.g.,  anesthetics, 
opiates,  alcohol,  etc.)  as  well  as  atropine  and 
phosphorus  insecticides.  During  pregnancy, 
administer  only  when  necessary. 

Precautions:  There  have  been  infrequent  reports  of 
leukopenia  and/or  agranulocytosis  and  convulsive 
seizures.  In  epileptic  patients,  anticonvulsant 
medication  should  also  be  maintained.  Pigmentary 
retinopathy  may  be  avoided  by  remaining  within  the 
recommended  limits  of  dosage.  Administer 
cautiously  to  patients  participating  in  activities 
requiring  complete  mental  alertness  (e.g.,  driving). 
Orthostatic  hypotension  is  more  common  in  females' 
than  in  males.  Do  not  use  epinephrine  in  treating 
drug-induced  hypotension.  Daily  doses  in  excess  of 
300  mg.  should  be  used  only  in  severe 
neuropsychiatric  conditions. 

Adverse  Reactions:  Central  Nervous  System — 
Drowsiness,  especially  with  large  doses,  early  in 
treatment;  infrequently,  pseudoparkinsonism  and 
other  extrapyramidal  symptoms;  nocturnal 
confusion,  hyperactivity,  lethargy,  psychotic 
reactions,  restlessness,  and  headache.  Autonomic 
Nervous  System— Dryness  of  mouth,  blurred  vision, 
constipation,  nausea,  vomiting,  diarrhea,  nasal 
stuffiness,  and  pallor.  Endocrine  System— 
Galactorrhea,  breast  engorgement,  amenorrhea, 
inhibition  of  ejaculation,  and  peripheral  edema. 
Skin— Dermatitis  and  skin  eruptions  of  the  urticarial 
type,  photosensitivity.  Cardiovascular  System — 
Changes  in  the  terminal  portion  of  the 
electrocardiogram  have  been  observed  in  some 
patients  receiving  the  phenothiazine  tranquilizers, 
including  Mellaril  (thioridazine  hydrochloride). 
While  there  is  no  evidence  at  present  that  these 
changes  are  in  any  way  precursors  of  any  significant 
disturbance  of  cardiac  rhythm,  several  sudden  and 
unexpected  deaths  apparently  due  to  cardiac  arrest 
have  occurred  in  patients  previously  showing 
electrocardiographic  changes.  The  use  of  periodic 
electrocardiograms  has  been  proposed  but  would 
appear  to  be  of  questionable  value  as  a predictive 
device.  Other— A single  case  described  as 
parotid  swelling. 

Mellaril* 

(Thioridazine  HC1) 

25  mg.t.i.d. 

for  moderate  to  severe  anxiety 
and  mixed  anxiety- depression 


SANDOZ  PHARMACEUTICALS,  HANOVER,  N.  J.  es-ies 
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TB  is  still 
around. 

# 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


|)  LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 


472-9 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 


Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


This  announcement  is  neither  an  offer  to  sell  nor  a solicitation  of  an  offer 
to  buy  any  of  these  securities.  The  offer  is  made  only  by  the  Prospectus. 

NEW  ISSUE  February  27,  1969 

Whitewing  Farms 

(An  Arizona  Limited  Partnership) 

A Tax  Shelter  Investment 

Whitewing  Farms  is  offering  to  selected  persons  an  aggregate  of 
125  Units  of  Limited  Partnership  interests.  The  Partnership  pro- 
poses to  purchase  certain  real  property  and  the  improvements  thereon 
and  enlarge  the  operation  of  a citrus  orchard  and  grape  vineyard. 


Subscription  Price  Per  Unit  — $85,000 

Scheduled  to  be  paid  in  quarterly  installments. 


Copies  of  the  Prospectus  may  be  obtained  from  the  undersigned 
only  in  States  where  the  undersigned  may  legally  offer  these 
securities  in  compliance  with  the  securities  laws  of  such  States. 

Young,  Smith  & Peacock,  Inc. 

Financial  Center,  3443  North  Central  Avenue,  Phoenix,  Arizona 


ARIZONA  MEDICINE 


Medical  Center  X-^atf  and  Clinical  Xahraterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  R.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


AUTOMATED 


M ED  AC 


IVIED  AC  — Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MEDAC  MEAi\ES  PROFIT! 


IVIED  AC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 

IVIED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

IVIED  AC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

IVIED  AC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 


COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION ) 

Phoenix:  261-2718 
Tucson:  624-7361 
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EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


UNDERWRITTEN  B\ 

NATIONAL 
CASUALTY 
COM  PAN Y 

OF  DETROIT, 


MICHIGAN 


SEMI-ANNUAL 
PREMIUM  RATES 


MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

Serviced  By  . . . 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAY 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


psychology 

Ip#  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 


INVITES 

INDUSTRIAL  PRESCRIPTIONS 

your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


<3n  iScottsdale  call 

Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

“Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1 700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


PSYCHIATRIC  RESIDENCIES.  Phoenix.  New; 
the  approved  3-year  program  in  Arizona.  At 
Arizona  State  Hospital  and  services  at  Barrow 
Neurological  Institute,  Maricopa  County  health 
agencies,  and  St.  Luke's  Hospital  Medical  Cen- 
ter. All  usual  training  with  heavy  individual 
supervision.  Combined  community  and  in- 
patient services  are  open  to  election  of  ethnic 
interest  areas.  Stipends  $8,604,  $9,024,  and 
$9,468.  U.S.  citizenship  and  eligibility  for  Ari- 
zona licensure  required.  Write  Director  of 
Training,  James  A.  Haycox,  M.D.,  2500  East 
Van  Buren  Street,  Phoenx,  Arizona  85008 


PHYSICIANS  — Supplement  your  income  with 
part-time  Emergency  Room  work.  Days,  nights, 
or  weekends.  Fee  for  service  with  minimum 
guaranteed.  Excellent  working  conditions.  Must 
have  own  malpractice  insurance  and  be  li- 
censed in  Arizona.  For  details  call  J.  Schama- 
dan.  M.D.,  961-3185  or  946-8684. 


FOR  SALE:  Half  a block  to  Lincoln  Hospital, 
zoned  R-5,  refrigerated  three  bedrooms  and 
family  room;  2 baths,  newly  decorated 
throughout;  extra  large  lot.  Ideal  for  doctor's 
office  or  medical  center.  $25,000  — Terms. 
Bartholomew  Realty  — 943-9348  or  944-0998. 
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in  Phoenix'  most  rapidly  growing  area,  C-2 
zoning,  60'xl50'  (10885  N.  19th  Avenue)  next 
door  to  Mary  Moppets'  24-hour  day  nursery. 
Owner  will  build  on  long  term  lease.  Write 
to  R.  E.  Babcock,  2213  West  Monroe,  Phoenix 
85009. 


Family  Practice  at  its  best.  Step  in  to  an  active 
practice.  Present  associate  finds  it  necessary 
to  move.  Progressive  medical  community.  Near 
the  mountains;  skiing,  hunting,  fishing,  within 
30  minutes.  Contact  J.  H.  Caskey,  M.D.,  2222 
E.  Cedar  Avenue,  Flagstaff,  Arizona  86001. 


24-HOUR  AIR  AMBULANCE  SERVICE 


A.  l.  mooce  Of  sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-3411 


HISTO  IS  CONFUSING. 


Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

H 1ST© PLASiVfSN, TINE  TEST 

. (Rosenthal) 

Precautions—  Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
rugr.ly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  vor  other  mercurial  compounds). 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 
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A new  clinical 


service 


If  you  share  the  increasing  concern  about  laboratory 
reliability,  you'll  be  interested  in  LABORATORY  PRO- 
CEDURES. A separate  division  of  The  Upjohn  Com- 
pany, it  is  planned  to  eventually  encompass  a 
national  network  of  regional  laboratories.  The  first 
regional  center  is  now  serving  physicians  in  the  western 
states. 

No  laboratory  is  perfect.  But  the  Laboratory  Procedures 
approach  is  a big  step  in  the  right  direction.  Why? 
Because  Laboratory  Procedures  starts  with  a qualified 
professional  and  technical  staff.  Utilizes  advanced 
instrumentation  and  sophisticated  procedures.  Em- 
phasizes computer-assisted  automated  analysis  wher- 
ever possible.  And  builds  in  quality  control  through- 
out. 


One  result  is  the  attainment  of  high  standards  in  re- 
producible accuracy.  Another  is  the  efficiency  in  per- 
formance of  clinically  meaningful  group  tests  which 
help  make  the  private  practice  of  preventive  medicine 
more  practical. 

Ready  to  serve  you  and  your  patients 

Laboratory  Procedures  offers  you  a functional,  easy-to- 
use  system  for  collecting  samples,  ordering  tests,  and 
submitting  specimens  by  mail  for  a wide  line  of  pro- 
cedures. And  billing  is  specific  by  test  and  patient — 
no  minimums,  maximums  or  contract. 

Put  the  scientific  experience  and  research  orientation 
of  Upjohn  to  work  on  your  laboratory  needs  now. 
Write  for  more  information:  DEPARTMENT  A, 


Kpj-hn  LABORATORY  PROCEDURES 


SM- 


Division  of  The  Upjohn  Company 

P.O.  Bok  6000,  Inglewood,  California  90301 


LP68-7818 

* 


SM  (Service  Mark)  and  (0)1968,  The  Upjohn  Company 


Lactinex 


TABLETS  & GRANULES 

■ to  help  restore  and  stabilize 
the  intestinal  flora 

■ for  fever  blisters  and  canker 
sores  of  herpetic  origin 


Lactinex  contains  both  Lactobacillus  acidophilus  and 
L.  bulgaricus  in  a standardized  viable  culture,  with  the 
naturally  occurring  metabolic  products  produced  by 
these  organisms. 

Lactinex  has  been  shown  to  be  useful  in  the  treat- 
ment of  gastrointestinal  disturbances,  and  for  relieving 
the  painful  oral  lesions  of  fever  blisters  and  canker 
sores  of  herpetic  origin.1*2-3-4-5'6’7’8 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on 
request. 


HYNSON,  WESTCOTT  & DUNNING,  INC. 


Baltimore,  Maryland  21201 


(LX-  0 5) 
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"For  all  the  happiness 
mankind  can  gain 
It  is  not  in  pleasure, 
hut  in  rest  from  pain 

John  Dryden 


Empirin’  Compound  with  Codeine  Phosphate  gr.  1/2  No.3 

Each  tablet  contains:  Codeine  Phosphate  gr.  1/2  (Warning  — May  be  habit  forming),  Phenacetin  gr.  2 1/2,  Aspirin  gr.  3 1/2,  Caffeine  gr.  1/2. 

gives  your  patient  rest  from  pain 

'B.W.  &.  Co.'  narcotic  products  are  Class  "B",  and  as  such  are  available  on  oral  prescription,  where  State  law  permits. 

BURROU  GHS  WELLCOME  &.  CO.  (U.S.  A.)  INC.,  Tuckahoe,  N.  Y. 
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Convalescing . . . but  still  a long  way  to  go. 
Anxiety  can  make  it  even  longer. 


Convalescence  following  medical  or  surgical  procedures  may  be  almost 
endless  to  an  anxious  patient.  And,  indeed,  anxiety  with  some  patients 
actually  retards  progress — for  example,  by  inducing  insomnia  and  reducing 
cooperation. 

As  physicians  have  found  during  nearly  15  years  of  widespread  use,  Equanil 
may  be  a beneficial  part  of  aftercare.  It  helps  relieve  anxiety  and  tension, 
thus  often  aiding  your  primary  therapy. 


Indications:  For  use  in  management  of 
anxiety  and  tension  occurring  alone  or  as 
accompanying  symptom  complex  to  med- 
ical and  surgical  disorders  and  pro- 
cedures. Though  not  a hypnotic,  fosters 
normal  sleep  through  antianxiety  and 
related  muscle-relaxant  properties. 
Contraindications:  History  of  sensitivity 
to  meprobamate. 

Important  Precautions:  Carefully  super- 
vise dose  and  amounts  prescribed,  espe- 
cially for  patients  prone  to  overdose 
themselves.  Excessive  prolonged  use  has 
been  reported  to  result  in  dependence  or 
habituation  in  susceptible  persons,  as 
alcoholics,  ex-addicts,  and  other  severe 
psychoneurotics.  After  prolonged  exces- 
sive dosage,  reduce  dosage  gradually  to 
avoid  possibly  severe  withdrawal  reac- 
tions. Abrupt  discontinuance  of  excessive 
doses  has  sometimes  resulted  in  epilepti- 
form seizures. 

Warn  patients  of  possible  reduced  alcohol 
tolerance,  with  resultant  slowing  of  reac- 
tion time  and  impairment  of  judgment  and 
coordination. 

Reduce  dose  if  drowsiness,  ataxia  or 
visual  disturbance  occurs;  if  persistent, 
patients  should  not  operate  vehicles  or 
dangerous  machinery. 

Side  Effects  include  drowsiness,  usually 
transient;  if  persistent  and  associated  with 
ataxia,  usually  responds  to  dose  reduc- 
tion; occasionally  concomitant  CNS  stim- 
ulants (amphetamine,  mephentermine 
sulfate)  are  desirable.  Allergic  or  idio- 
syncratic reactions  are  rare,  but  such 
reactions,  sometimes  severe,  can  develop 
in  patients  receiving  only  1 to  4 doses  who 
have  had  no  previous  contact  with  mepro- 
bamate. Previous  history  of  allergy  may 
or  may  not  be  related  to  incidence  of 
reactions.  Mild  reactions  are  charac- 
terized by  itchy  urticarial  or  erythematous 
maculopapular  rash,  generalized  or  con- 
fined to  groin.  Acute  nonthrombocyto- 
penic purpura  with  cutaneous  petechiae, 
ecchymoses,  peripheral  edema  and  fever 
have  been  reported.  One  fatal  case  of 
bullous  dermatitis  following  intermittent 
use  of  meprobamate  with  prednisolone 
has  been  reported.  If  allergic  reaction 
occurs,  meprobamate  should  be  stopped 
and  not  reinstituted.  Severe  reactions, 


observed  very  rarely,  include  angioneu- 
rotic edema,  bronchial  spasms,  fever, 
fainting  spells,  hypotensive  crises  (1  fatal 
case),  anaphylaxis,  stomatitis  and  proc- 
titis (1  case)  and  hyperthermia.  Treat 
symptomatically  as  with  epinephrine,  anti- 
histamine and  possibly  hydrocortisone. 
Aplastic  anemia  (1  fatal  case),  thrombo- 
cytopenic purpura,  agranulocytosis  and 
hemolytic  anemia  have  occurred  rarely, 
almost  always  in  presence  of  known  toxic 
agents.  A few  cases  of  leukopenia,  usually 
transient,  have  been  reported  on  con- 
tinuous administration. 

Meprobamate  may  sometimes  precipitate 
grand  mal  attacks  in  patients  susceptible 
to  both  grand  and  petit  mal.  Extremely 
large  doses  can  produce  rhythmic  fast 
activity  in  the  cortical  pattern.  Impairment 
of  accommodation  and  visual  acuity  has 
been  reported  rarely.  After  excessive 
dosage  for  weeks  or  months,  withdraw 
gradually  (1  or  2 weeks)  to  avoid  recur- 
rence of  pretreatment  symptoms  (insom- 
nia, severe  anxiety,  anorexia).  Abrupt 
discontinuance  of  excessive  doses  has 
sometimes  resulted  in  vomiting,  ataxia, 
tremors,  muscle  twitching  and  epilepti- 
form seizures.  Prescribe  very  cautiously 
and  in  small  amounts  for  patients  with 
suicidal  tendencies.  Suicidal  attempts 
have  resulted  in  coma,  shock,  vasomotor 
and  respiratory  collapse  and  anuria.  Ex- 
cessive doses  have  resulted  in  prompt 
sleep;  reduction  of  blood  pressure,  pulse 
and  respiratory  rates  to  basal  levels;  and 
occasionally  hyperventilation.  Treat  with 
immediate  gastric  lavage  and  appropriate 
symptomatic  therapy.  (CNS  stimulants 
and  pressor  amines  as  indicated.)  Doses 
above  2400  mg. /day  are  not  recom- 
mended. 

Composition:  Tablets,  200  mg.  and  400 
mg.  meprobamate.  Coated  Tablets, 
WYSEALS®  EQUANIL  (meprobamate)  400 
mg.  (All  tablets  also  available  in 
REDIPAK®  [strip  pack],  Wyeth.)  Contin- 
uous-Release Capsules,  EQUANIL  L-A 
(meprobamate)  400  mg. 


(meprobamate) 

Wyeth  Laboratories  Philadelphia,  Pa. 
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Parafon  Forte  tablets  help  to  relieve  pain, 
restore  mobility. . . stop  pain- spasm  feedback 

by  providing: 

a nonsalicylate  analgesic  equal  to  aspirin  for  the  relief 
of  pain,1,2  yet  unlikely  to  produce  the  irritation  to  the 
gastric  mucosa  so  often  associated  with  salicylate 
therapy3 

and  a skeletal  muscle  relaxant  shown  to  have  up  to  a 
6-hour  span  of  action4... to  retain  effectiveness  even 
on  continued  administration4... but  not  likely  to  have 
the  central  effects  of  tranquilizing  compounds.6 

Prescribe  Parafon  Forte  for  effective  spasmolysis 
and  analgesia  in  sprains,  strains,  myalgias,  low  back 
pain,  bursitis  and  other  musculoskeletal  disorders. 
Your  patients  will  appreciate  the  restored  comfort 
and  freedom  of  movement  it  usually  provides. 


treated  with 
Parafon  Forte 


TABLETS 


Paraflex®  (chlorzoxazone)* *  250  mg. 
Tylenol®  (acetaminophen)  300  mg. 


Contraindications:  Sensitivity  to  either  component.  Precautions: 
Exercise  caution  in  patients  with  known  allergies  or  history  of 
drug  allergies.  If  a sensitivity  reaction  or  signs  or  symptoms  sug- 
gestive of  liver  dysfunction  are  observed,  the  drug  should  be 
stopped.  Adverse  Reactions:  Occasionally,  drowsiness,  dizziness, 
lightheadedness,  malaise,  overstimulation  or  gastrointestinal 
disturbances  may  be  noted;  rarely,  allergic-type  skin  rashes, 
petechiae,  ecchymoses,  angioneurotic  edema  or  anaphylactic 
reactions.  In  rare  instances,  Paraflex  (chlorzoxazone)  may  pos 
sibly  have  been  associated  with  gastrointestinal  bleeding.  While 
Paraflex  (chlorzoxazone)  and  chlorzoxazone-containing  prod- 
ucts have  been  suspected  as  being  the  cause  of  hepatic  toxicity 
in  approximately  eighteen  patients,  it  was  not  possible  to  state 
that  the  dysfunction  was  or  was  not  drug  induced.  Usual  Adult 
Dosage:  Two  tablets  q.i.d.  Supplied:  Scored,  light  green  tablets: 
imprinted  “McNEIL”  — bottles  of  100. 

References:  1.  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Fed.  Proc.  1W- 316. 
1955.  2.  Goodman,  L.  S.,  and  Gilman,  A.,  ed.:  The  Pharmacological  Basis  of 
Therapeutics,  ed.  3,  New  York,  The  Macmillan  Company,  1965,  p.  331.  3.  Roth, 

J.  L.  A.,  et  al.:  Gastroenterology  H'- 146, 
1963.  4.  Berman,  H.  H.,  et  al.:  Dis.  Nerv. 
Syst.  25: 430,  1964.  5.  Friend,  D.  G.:  Clin. 
Pharmacol.  Ther.  5:871,  1964. 
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Editor’s  Page 


THANK  YOU  ROLLIE 

An  editor,  like  a Boy  Scout,  must  be  trust- 
worthy, loyal,  helpful,  friendly,  courteous,  kind, 
etc.  In  addition,  he  must  plead  and  cajole,  read 
and  write,  edit,  be  creative,  artistic,  philosophic, 
and  most  of  all  balance  the  budget. 

For  the  past  three  years  the  members  of  our 
State  Medical  Association  have  been  favored 
by  an  editor  with  all  of  these  qualities,  and  more. 
Under  the  guidance  of  Roland  Schoen,  Arizona 
Medicine  has  grown  in  quality  and  stature,  and 
has  become  truly  a model  state  medical  journal. 

Although  the  task  was  time  consuming,  and 
sometimes  tedious,  the  satisfaction  of  a job  well 
done  most  certainly  belongs  to  our  immediate 
past  editor.  And  as  he  spends  some  of  his  newly 
acquired  leisure  time  on  weekend  trips  watching 
the  sun  set  over  the  Sea  of  Cortez,  we  want  him 
to  know  that  the  physicians  of  Arizona  all  say 
“Thank  you  Rollie.” 

Robert  F.  Lorenzen,  M.D. 

Editor 
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For  the 

'Cheater  Eater" 


Formulas:  Each  'Dexamyl'  Spansule  capsule  No.  1 
contains  10  mg.  of  Dexedrine®  (brand  of  dextro- 
amphetamine sulfate)  and  1 gr.  of  amobarbital, 
derivative  of  barbituric  acid  (Warning,  may  be  habit 
forming).  Each  'Dexamyl'  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine  (brand  of  dextro- 
amphetamine sulfate)  and  1*4  gr.  of  amobarbital 
(Warning,  may  be  habit  forming). 

Before  prescribing,  see  complete  prescribing 
information  in  SK&F  literature  or  PDR. 
Contraindications:  Hyperexcitability,  undue  restless- 
ness, hyperthyroidism,  porphyria;  in  patients  on 
MAO  inhibitors. 

Precautions:  Use  with  caution  in  patients  hyper- 
sensitive to  sympathomimetics  or  barbiturates  and  in 
coronary  or  cardiovascular  disease  or  severe 
hypertension.  Excessive  use  of  the  amphetamines 
by  unstable  individuals  may  result  in  a psychological 
dependence.  Rarely,  symptoms  of  toxic  psychosis 
(hallucinations,  confusion,  panic  states,  etc.)  may 
occur  with  amphetamines,  usually  after  prolonged 
high  dosage.  In  these  instances,  withdraw  the 
medication.  Use  cautiously  in  pregnant  patients, 
especially  in  the  first  trimester. 

Adverse  Reactions:  Overstimulation,  restlessness, 
insomnia,  g.i.  disturbances,  diarrhea,  palpitation, 
tachycardia,  elevated  blood  pressure,  tremor, 
sweating,  impotence  and  headache. 

Supplied:  In  bottles  of  50. 


brand  of  dextroamphetamine  sulfate  and  amobarbital 


curbs  appetite 
encourages  normal  activity 
dispels  diet  discouragement 

SK 

&F 

Smith  Kline  & French  Laboratories 


brand  of  sustained  release  capsules 


ARIZONA  MEDICINE 
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? of  a new  antaci 


with  consistent  buffering  you  can  measure 


consistently  scored  high  in  degree  and 
duration  of  intragastric  buffering 

Employing  aspiration  of  gastric  juice,  indwelling  electrode, 
and/or  Heidelberg  telemetering  capsule  techniques,*  studies 
involving  79  subjects  with  or  without  proven  peptic  ulcer  dis- 
ease compared  intragastric  buffering  capacity  of  Gelusil-M 
and  1 or  the  other  or  both  of  2 leading  ethical  antacids,  using 
comparable  doses.* 


Mean  duration  of  buffering  action  above  pH  3.5* 

Gelusil-M,  29.8  mean  minutes  (range:  18.0-51.8  minutes). 
Antacid  A,  24.6  mean  minutes  (range:  6.3-48.0  minutes). 
Antacid  B,  23.3  mean  minutes  (range:  5.9-50.0  minutes). 

Mean  duration  of  buffering  action  above  pH  5.0* 

Gelusil-M,  23.2  mean  minutes  (range:  14.3-43.9  minutes). 
Antacid  A,  10.1  mean  minutes  (range:  6.7-12.2  minutes). 
Antacid  B,  16.3  mean  minutes  (range:  8.0-24.2  minutes). 


All  three  antacids  raised  the  pH  above  3.5,  an  accepted  cri- 
terion for  antacids.  The  amount  of  time  above  this  pH  helps 
to  characterize  the  buffering  activity  of  an  antacid.  While  it 
is  not  implied  that  a direct  therapeutic  correlation  exists, 
these  techniques  do,  however,  objectively  demonstrate  the 
buffering  characteristics  of  this  new  antacid  in  terms  of  onset 
of  action,  peak  pH,  duration  of  buffering  action. 

Mean  peak  pH* 

Gelusil-M,  mean  peak  pH  6.6  (range:  5. 6-7. 8). 

Antacid  A,  mean  peak  pH  5.5  (range:  4.2-7. 5). 

Antacid  B,  mean  peak  pH  5.5  (range:  4.4-6.3). 


Onset  of  action* 

In  speed  of  intragastric  buffering  action,  Gelusil-M,  Antacid  A, 
and  Antacid  B were  consistently  rapid  and  not  measurably 
different. 


*References:  Antacid  studies,  data  on  file,  Warner-Chilcott  Laboratories  Division. 

introducing 


GELUSI^M> 

each  5 ml.  teaspoonful  contains: 

500  mg.  magnesium  trisilicate,  250  mg.  aluminum  hydroxide 
(Warner-Chilcott),  200  mg.  magnesium  hydroxide 

U.S.  Patent  No.  3,326,755 


Ajeu) 


a consistent  buffering  anticostivef  antacid 

t Avoids  constipation.  _ , 

See  next  page  tor  prescribing  information  p 


GELUSIL 


0 FL  02.  <355  ML} 


HID  ANTACID 


* it* 


ANTACID  TABLETS 
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08  TABLETS 


Gelusif-M  Liquid 


GelusiP  Tablets 


Regular  GelusirLiquid 


Indications:  Gelusil-M  is  indicated  for 
prompt  and  dependable  symptomatic 
relief  of  peptic  ulcer,  gastritis,  heart- 
burn, hiatal  hernia,  esophagitis,  and 
other  conditions  for  which  control  of 
gastric  hyperacidity  is  required. 
Precaution:  Prolonged  or  intensive 
therapy  in  patients  with  severe  renal  in- 
sufficiency may  lead  to  hypermagne- 
semia. 

Dosage:  One  to  two  teaspoonfuls  (5 
ml.  to  10  ml.)  between  meals  and  at 
bedtime  or  whenever  symptoms  occur. 
Certain  conditions,  such  as  acute  peptic 
ulcer,  may  require  individualized  dos- 
age. If  diarrhea  occurs,  reduce  dosage 
or  discontinue  use. 

Supplied:  Gelusil-M  (spearmint-fla- 
vored) — light  green  bottles  of  1 2 f I.  oz.; 
and  a special  hospital  pack.  Keep 
tightly  closed  — shake  vigorously. 


Easy  to  take  along  / easy  to  take  / 
pleasantly  mint-flavored.  An  antacid 
with  adsorbent  and  demulcent  proper- 
ties which  contains  in  one  tablet:  0.25 
Gm.  aluminum  hydroxide  (Warner- 
Chilcott)  and  0.5  Gm.  magnesium  trisili- 
cate (USP). 

Dosage:  2 tablets  — or  more  — between 
meals  and  at  bedtime,  or  whenever 
symptoms  occur.  Tablets  should  be 
chewed. 


Pleasant  mint  flavor... ideal  for  hospi- 
tal or  home.  Available  in  12  fl.  oz.  and 
6 fl.  oz.  bottles  and  a special  hospital 
pack.  An  antacid  which  contains  adsor- 
bent and  demulcent  agents  in  each  4 
ml.  teaspoonful:  0.25  Gm.  aluminum 
hydroxide  (Warner-Chilcott),  0.5  Gm. 
magnesium  trisilicate  (USP). 

Dosage:  2 teaspoonfuls  ( 4 ml.  each)  — 
or  more  — between  meals  and  at  bed- 
time, or  whenever  symptoms  occur. 
Also  Available:  Gelusil®  Flavor-Pack, 
Gelusil-Lac®. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


i 


NEOSPORIN’ 


brand 


'0LY1YXIN  l-BACITRACIN- NEOMYCIN 

OINTMENT 


JJLu  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Should 
grape-flavored 
Novahistine  DH 
come  in  ajar? 


We  never  quit  looking  for  ways  to  make 
Novahistine®  DH  even  more  appealing  to 
your  young  patients.  After  all,  we  were  kids 
ourselves  once. 

On  the  other  hand,  medicine  is  medicine. 

And  it  has  to  work.  We  never  forget  that. 

So.  we  combined  a fresh,  grape  flavor,  that 
children  really  like,  with  an  effective  and 
well -tolerated  decongestant-antitussive 
formulation  that  really  works  to  relieve  those 
dry.  useless  coughs  typical  of  colds  or  flu. 
You'll  find  Novahistine  DH  particularly  effective 
at  controlling  frequency  and  intensity  of  cough 
spasms  without  abolishing  cough  reflex. 

Each  5-ml.  teaspoonful  of  Novahistine  DH 


decongestant-antitussive  contains  codeine 
phosphate,  10  mg.  (warning:  may  be  habit- 
forming); phenylephrine  hydrochloride,  10  mg.; 
chlorpheniramine  maleate,  2 mg.;  chloroform, 
13.5  mg.;  l-menthol,  1 mg.;  alcohol  5%. 

Use  with  caution  in  patients  with  severe 
hypertension,  diabetes  mellitus,  hyperthy- 
roidism or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may 
result.  Continuous  dosage  over  an  extended 
period  is  contraindicated,  since  codeine 
phosphate  may  cause  addiction. 

PITMAN-MOORE  Division  of 

The  Dow  Chemical  Company,  Indianapolis 
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Priscoline 

(tolazoline) 

could  help 

In  the  big  city.  Eager  for 
fun.  Too  bad  he  can  never  leave 
peripheral  vascular  disease 
behind.  Along  with  his  cold  feet 
and  clumsy  boots. 

Now  he’s  about  to  get  a 
cold  shoulder  too. 

His  next  step  should  be 
Priscoline.  It  dilates  peripheral 
blood  vessels,  increases  blood 
flow  to  extremities.  Helps 
relieve  numbness  and  chill 
associated  with  PVD. 

And  Priscoline  helps 
patients  prone  to  claudication 
move  around— makes  walking 
less  painful. 

Priscoline  could  help  this 
country  gentleman  warm  his 
feet.  If  not  her  heart. 

Please  turn  page  for 
prescribing  information  on 
Priscoline,  oral  peripheral 
vasodilator. 


C I B A 


Priscoline  hydrochloride 

(tolazoline  hydrochloride) 

Oral  Peripheral  \asodilator 

INDICATIONS 

Spastic  peripheral  vascular 
disorders. 

PRECAUTIONS 

Priscoline  stimulates  gastric 
activity  and  increases  hydrochloric 
acid  content  of  the  stomach;  use 
cautiously  in  patients  with  gastritis 
or  peptic  ulcer  or  in  those  with 
suspected  peptic  ulcer.  Give 
cautiously,  if  at  all,  to  patients  with 
known  or  suspected  coronary  artery 
disease. 

ADVERSE  REACTIONS 

Occasional:  nausea,  epigastric 
discomfort,  tachycardia,  flushing, 
slight  rise  or  fall  in  blood  pressure, 
increased  pilomotor  activity  with 
tingling  or  chilliness.  Rare : vomiting, 
diarrhea.  Symptoms  are  generally 
mild  and  frequently  disappear  with 
continued  therapy,  regardless 
of  dosage. 

DOSAGE 

Careful  individualization  of 
dosage  is  required. 

T ablets:  Usually  25  mg  4 to  6 
times  daily  is  sufficient.  If  necessary 
dosage  may  be  increased  gradually 
up  to  50  mg  6 times  daily. 

Lontabs:  Generally,  1 Lontab 
every  12  hours  will  achieve  the  same 
effect  as  one  25-mg  regular  tablet 
every  4 hours  (6  times  a day).  Thus, 
continuous  action  throughout  the 
night  is  achieved  without  the  need  for 
arising  to  take  additional  medication. 
SUPPLIED 

T ablets,  25  mg  (white,  scored) ; 
bottles  of  100  and  1000. 

Lontabs,  80  mg  (bright  yellow)  ; 
bottles  of  100. 

LONTABS®  (long-acting  tablets  CIBA) 
Please  consult  complete  literature 
before  prescribing. 

CIBA  Pharmaceutical  Company 
Summit,  New  Jersey 
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Address  all  correspondence  to  the 
Journal  Offices 

4601  N.  Scottsdale  Rd.,  Scottsdale,  Ariz.  85251 


Bruce  E.  Robinson 
Business  Manager 


National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific  arti- 
cles for  publication  in  ARIZONA  MEDICINE.  All  such  con- 
tributions are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as  fol- 
lowed by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

4.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all  material. 

6.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


TB  is  still 
around. 


In  1967  almost  45,000  new  active  cases  were  re- 
ported. Isn’t  that  a good  reason  to  make  tuberculin 
testing  with  the  white  LEDERTINE™  Applicator  a rou- 
tine part  of  your  physical  examinations? 


TUBERCULIN,  TINE  TEST 

(Rosenthal)  with  Old  Tuberculin 


Precautions:  With  a positive  reac- 
tion, consider  further  diagnostic 
procedures.  Use  with  caution  in  per- 
sons with  active  tuberculosis  or 
known  allergy  to  acacia.  Vesicula- 
tion,  ulceration,  or  necrosis  may 
occur  at  the  test  site  in  highly  sen- 
sitive persons. 


LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River.  New  York 
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When  it’s  more  than  a bad  cold 


your  patient  can  feel  better 
while  he’s  getting  better 


Achrocidin* 

Tetracycline  HCI— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.; 
Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  citrate  25  mg. 


In  tetracycline-sensitive  bacterial  infection  complicating  respiratory  allergy,  ACHROCIDIN 
brings  the  treatment  together  in  a single  prescription— prompt  relief  of  headache  and  conges- 
tion together  with  effective  control  of  the  organisms  frequently  responsible  for  complications 
leading  to  prolonged  disability  in  the  susceptible  patient. 

For  children  and  elderly  patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each 
5 cc  contains:  ACHROMYCIN  ( Tetracycline ) equivalent  to  Tetracycline  HCI  125  mg.;  Phen- 
acetin 120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any  compo- 
nent. 

Warning:  In  renal  impairment,  since  liver  toxicity  is 
possible,  lower  doses  are  indicated;  during  prolonged 
therapy  consider  serum  level  determinations.  Photo- 
dynamic reaction  to  sunlight  may  occur  in  hyper- 
sensitive persons.  Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment  if  skin  dis- 
comfort occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gastric  dis- 
tress can  occur.  In  excessive  drowsiness,  consider 
longer  dosage  intervals.  Persons  on  full  dosage 
should  not  operate  vehicles.  Nonsusceptible  organ- 
isms may  overgrow;  treat  superinfection  appropri- 
ately. Treat  beta-hemolytic  streptococcal  infections 
at  least  10  days  to  help  prevent  rheumatic  fever  or 
acute  glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue  and 


may  cause  dental  staining  during  tooth  development 
(last  half  of  pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia,  nau- 
sea, vomiting,  diarrhea,  stomatitis,  glossitis,  entero- 
colitis, pruritus  ani.  Skin  — maculopapular  and 
erythematous  rashes;  exfoliative  dermatitis;  photo- 
sensitivity; onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN.  Hypersensitivity  reac- 
tions—urticaria,  angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young  infants. 
Teeth— yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura,  neutro- 
penia, eosinophilia.  Liver— cholestasis  at  high  dosage. 

Upon  adverse  reaction,  stop  medication  and  treat 
appropriately. 
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Inner  Sites... 

In  Cystitis.. .Azo  Gantanol® 
focuses  analgesic-antibacterial 
activity  where  it  counts 


)jT  (suli am  eth oxazo 
diffused  into  interstitial 

efficient  antfjHj 
C^ti^jtv  at  foci  of  infec- 


The  mucosa: 
specific  analgesia 
usually  within  30  minutes 


Blood  and  urine: 
therapeutic  antibacterial 
levels  within  2 hours 
for  up  to  12  hours 

Gantanol  (sulfamethoxazole)  pro- 
duces prompt  and  prolonged 
therapeutic  levels,  in  both  blood 
and  urine,  with  convenient  b.i.d. 
dosage.  Clinical  response  is  usu- 
ally obtained  within  24  to  48 
hours.  The  wide  antibacterial 
Spectrum  of  Gantanol  includes 
f,‘;co/i  and  a variety  of  other 
^|^Cftp.tible  gram-negative  and 
||p£5^tive  pathogens  in  uri- 
rMections. 


Azo  (phenazopyridine  HCI)  e 
fects  specific  mucosal  analges 
relieving  the  dysuria,  discomfo 
and  burning  which  are  virtually 
always  a part  of  acute  urinary 
tract  infections. 


Before  prescribing,  please  consult 
plete  product  information,  a summary, 
which  follows: 


Indications:  Urinary  tract  infections 
associated  pain  or  discomfort  whe 
to  susceptible  organisms;  proph 
cally  in  urologic  surgery,  catheter 
and  instrumentation. 

Contraindicated  in  sulfonamide-sensitive 
patients,  pregnant  females  at  term,  pre- 
mature infants,  newborn  infants  during 
the  first  three  months  of  life,  glomerular 


Roche 

LABORATORIES 

Division  of  Hoffmann  - La  Roche  Inc. 
Nutley,  New  Jersey  07110 


inte  . ^ ^ 

Warnings:  Us&^rtih«S(fter  aullc^pjxcl05al 
in  patients  wilmiiver^iq^^ T^al'darn- 
age,  urinary  obstruction  or  blood dys- 
crasias.  If  toxic  or  hypersensitivity 
reactions  or  blood  dyscrasias  occur,  dis- 
continue therapy.  In  intermittent  or  pro- 
longed therapy,  blood  counts  and  liver 
and  kidney  function  tests  should  be  per- 
formed. 

Precautions:  Observe  usual  sulfonamide 
therapy  precautions  including  mainte- 
nance of  an  adequate  fluid  intake.  Use 
with  caution  in  patients  with  histories  of 
allergies  and/or  asthma.  Patients  with 
impaired  renal  function  should  be  fol- 
lowed closely  since  renal  impairment 


a and  Ihmdy  ca^^e^cessj^^rLfg  Accumulation. 
;astro-  rfiay  occur  due  to 


:'resist,gfh U®t€TO§Vgan isms.  Not  effective 
iJf virus  arjd  rickettsial  infections. 
Adverse  Reactions:  Headache,  nausea, 
vomiting,  urticaria,  diarrheiy, hepatitis, 
pancreatitis,  blood  dyscrasias,  neurop- 
athy, drug  fever,  skin  rash,  jitevens- 
Johnson  syndrome,  injection  of  the  con- 
junctiva and  sclera,  petechiae,  purpura, 
hematuria  or  crystalluria  may  occur,  in 
which  case  the  dosage  should  be  de- 
creased or  the  drug  withdrawn. 

Azo  GantanoF 

(Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI.) 


anorectal 

disorders” 


This  Rectopath  Model 

may  help  you  explain 
certain  anorectal  disorders 
to  some  of  your  patients. 

It  is  yours  on  request. 


See  next  page  for  details. 


anorectal 

disorder” 


includes  a range  of  problems. 
For  symptomatic  relief 
in  some  of  these  disorders 
consider  a member  of 
the  Anusol  Family. . . 


One  suppository  morning 
and  evening  and  after 
each  bowel  movement. 


ANUSOL" 

soothing,  palliative  relief  of  minor  pain,  itching, 
burning,  and  other  associated  discomforts. 

Each  ANUSOL  suppository  contains  bismuth  subgallate 
(2.25%),  bismuth  resorcin  compound  ( 1 .7.5%),  benzyl  benzoate 
( 1.2%),  Peruvian  balsam  (1.8%),  zinc  oxide  (1 1.0%),  and  boric 
acid  (5.0%),  plus  the  following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  hydrogenated  vegetable  oil,  and 
coloring  in  a cacao  butter  and  white  wax  base. 


One  suppository  morning 
and  evening  for  3 to  5 days. 


One  suppository 
every  3 to  4 hours,  or  every  2 hours 
if  symptoms  are  severe. 


ANUSOL-HCT 

prompt  reduction  of  inflammation  plus  the 
soothing  effects  of  regular  Anusol. 

Each  ANUSOL-HC  suppository  contains,  in  addition  to  the 
regular  Anusol  formula,  10  mg.  hydrocortisone  acetate. 

Precautions:  Prolonged  use  of  Anusol-HC  might  produce 
systemic  corticosteroid  effects. 

ANUGESIC* 

when  severe  pain  requires  prompt  relief, 
pramoxine  HCI  plus  the  soothing  Anusol  formula. 

Each  ANUGESIC  suppository  contains:  61  mg.  bismuth  sub- 
gallate, 47  mg.  bismuth  resorcin  compound,  32.4  mg.  benzyl 
benzoate,  48.6  mg.  Peruvian  balsam,  300  mg.  zinc  oxide, 

135  mg.  boric  acid,  and  25  mg.  pramoxine  hydrochloride.  Also 
contains  the  following  inactive  ingredients:  bismuth  subiodide, 
calcium  phosphate,  white  wax,  benzoinated  lard,  hydrogenated 
vegetable  oil,  and  certified  coloring  in  a cacao  butter  base. 

Precautions:  If  idiosyncratic  reaction  occurs,  discontinue 
medication. 

Symptomatic  treatment  should  not  be  allowed  to  delay  defini- 
tive diagnosis  and  therapy. 

Also  available:  anusol®  ointment  and  anugesic®  ointment 


Warner-Chilcott  Laboratories,  Morris  Plains,  N.  J. 


The  Rectopath  Model 
is  available  from  your 
Warner-Chilcott  repre- 
sentative or  upon  request 
from  Warner-Chilcott 
Labs.,  Morris  Plains, 
New  Jersey  07950. 


In  selected  cases  of  rheumatoid  arthritis 
with  acute  symptoms 


Response  to 


is  often  improved... 


rarely, 

patients  need 


others  need 


i u 


150  mg 


some 


patients  need 


125  mg 


many 


patients  need 


100  mg 


initial  therapy 

75  mg 


Many  patients  with  acute  rheumatoid 
arthritis  or  acute  episodes  of  chronic 
rheumatoid  arthritis  can  be  controlled 
by  increasing  the  dosage  25  mg  per 
day  (to  the  allowable  maximum)  until 
the  episode  subsides;  the  dosage 
should  then  be  reduced  gradually  to 
maintenance  levels.  Few  require  the 
maximum  (175-200  mg). 

In  the  event  the  patient  develops  ad- 
verse effects,  dosage  should  be  re- 
duced to  tolerated  levels  for  2 or  3 
days  and  then  gradually  increased  by 
25  mg  every  few  days  as  tolerated. 
G.l.  effects  may  be  minimized  by  giv- 
ing INDOCIN  with  food,  antacids,  or 
immediately  after  meals. 


Now  in  two  strengths 
25  mg  and  50  mg 


Actual  Size 


INDOCIN 

(IndomelhacinlMSD) 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin, 
MSD)  cannot  be  considered  a simple  anal- 
gesic and  should  not  be  used  in  conditions 
other  than  those  recommended  m&er Indi- 
cations. The  drug  should  not  be  prescribed 
for  children  because  safe  conditions  for 
use  have  not  been  established. 
CONTRAINDICATED: 

• in  aspirin-sensitive  asthmatics 

• during  pregnancy  or  lactation 

• in  children 

• INDOCIN  may  mask  the  signs  and  symp- 
toms of  peptic  ulcer  and  may  cause  ulcera- 
tion or  irritation  of  the  G.l.  tract. Therefore, 
do  not  give  in  active  peptic  ulcer,  gastritis, 
regional  enteritis,  uicerative  colitis,  and 
use  with  caution  if  there  is  a history  of 
these  disorders. 

For  additional  prescribing  information, 
please  see  following  page. 
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In  selected  cases 
of  rheumatoid  arthritis 
with  acute  symptoms 

Response  to 

INDOCIN 

(Indomethacin  |MSD) 
is  often  improved 
by  stepping  up 
dosage  daily 
until  a satisfactory 
result  is  obtained 


IMPORTANT  NOTE:  INDOCIN  (Indomethacin,  MSD)  cannot  be  con- 
sidered a simple  analgesic  and  should  not  be  used  in  conditions 
other  than  those  recommended  under  Indications.  The  drug 
should  not  be  prescribed  for  children  because  safe  conditions  for 
use  have  not  been  established. 

Indications:  For  the  symptomatic  treatment  of  rheumatoid  arthri- 
tis, rheumatoid  (ankylosing)  spondylitis,  degenerative  joint  dis- 
ease (osteoarthritis)  of  the  hip,  and  gout. 

Contraindications:  INDOCIN  may  mask  the  signs  and  symptoms  of 
peptic  ulcer  and  may  itself  cause  peptic  ulceration  or  irritation 
of  the  G.l.  tract.  For  these  reasons  it  should  not  be  given  to  pa- 
tients with  active  peptic  ulcer,  gastritis,  regional  enteritis,  or 
ulcerative  colitis  (use  with  caution  if  there  is  history  of  these  dis- 
orders); aspirin-sensitive  asthmatics.  Safe  use  during  pregnancy 
or  during  lactation  has  not  been  established.  Should  not  be  pre- 
scribed for  children  because  safe  conditions  for  use  have  not 
been  established.  In  a few  cases  of  severe  juvenile  rheumatoid 
arthritis  receiving  INDOCIN  along  with  other  drugs,  severe  re- 
actions, including  fatalities,  have  been  reported. 

Warnings:  Patients  who  experience  dizziness,  lightheadedness,  or 
feelings  of  detachment  on  INDOCIN  should  be  cautioned  against 
operating  motor  vehicles  or  machinery,  climbing  ladders,  etc.  Use 
cautiously  in  patients  with  psychiatric  disturbances,  epilepsy,  or 
parkinsonism  since  it  may  aggravate  these  conditions. 
Precautions:  Use  cautiously  in  patients  with  a history  of  peptic 
ulcer,  gastritis,  regional  ileitis,  or  ulcerative  colitis  because  of 
its  potential  for  causing  G.l.  bleeding.  May  cause  single  or  mul- 
tiple ulceration  of  the  esophagus,  stomach,  duodenum,  or  small 
intestine,  and,  in  a few  instances,  severe  bleeding  and  perfora- 
tion with  a few  fatalities  have  been  reported.  May  potentiate  the 
ulcerogenic  effect  of  steroids,  salicylates,  or  phenylbutazone. 
Gastrointestinal  bleeding  with  no  obvious  ulcer  formation  has 
also  been  noted;  the  drug  should  be  discontinued  if  G.l.  bleeding 
occurs.  As  a result  of  obvious  or  occult  G.l.  bleeding,  some  pa- 
tients may  manifest  anemia,  and  for  this  reason  periodic  hemo- 
globin determinations  are  recommended.  G.l.  effects  may  be 
minimized  by  giving  the  drug  with  food  or  with  antacids  or  im- 
mediately after  meals.  In  common  with  other  drugs  that  have 
anti-inflammatory,  analgesic,  and  antipyretic  properties,  indo- 
methacin may  mask  the  signs  and  symptoms  of  infection;  avoid 
undue  delay  in  initiating  appropriate  treatment  of  the  infection; 
use  cautiously  in  patients  with  existing,  but  controlled,  infec- 
tions. As  with  any  new  drug,  patients  should  be  followed  care- 
fully to  detect  unusual  manifestations  of  drug  sensitivity. 
Adverse  Reactions:  Starting  therapy  with  low  doses,  with  grad- 
ual increases  when  necessary,  will  minimize  adverse  reactions. 
Central  Nervous  System:  Most  commonly,  headache  (usually  more 


severe  in  morning),  dizziness,  and  lightheadedness;  infrequently 
observed  reactions  include  mental  confusion,  drowsiness,  con- 
vulsions, coma,  depression,  and  other  psychic  disturbances, 
such  as  depersonalization;  CNS  effects  are  often  transient  and 
frequently  disappear  with  continued  treatment  or  reduced  dos- 
age. The  severity  of  these  effects  may  occasionally  require  ces- 
sation of  therapy.  Gastrointestinal .-  Most  commonly,  nausea, 
anorexia,  vomiting,  epigastric  distress,  abdominal  pain,  and 
diarrhea;  others  that  may  develop  are  ulceration,  single  or  mul- 
tiple, of  esophagus,  stomach,  duodenum,  or  small  intestine,  in- 
cluding perforation  and  hemorrhage  with  a few  fatalities  having 
been  reported;  G.l.  bleeding  without  obvious  ulcer  formation, 
increased  abdominal  pain  in  patients  with  preexisting  ulcerative 
colitis;  less  commonly,  stomatitis;  gastritis;  bleeding  from  the 
sigmoid  colon,  occult  in  type  or  from  a diverticulum,  and  per- 
foration of  preexisting  sigmoid  lesions  (diverticulum,  carcinoma); 
G.l.  reactions  not  known  definitely  to  be  attributable  to  indo- 
methacin include  development  of  ulcerative  colitis  and  of  regional 
ileitis.  Hepatic:  Rarely,  jaundice  and  hepatitis.  Cardiovascular- 
Renal:  Infrequently,  edema,  elevation  of  blood  pressure,  and 
hematuria.  Dermatologic-Hypersensitivity:  Infrequently,  pruritus, 
urticaria,  angioneurotic  edema,  angiitis,  skin  rashes,  loss  of  hair, 
and  acute  respiratory  distress  including  sudden  dyspnea  and 
asthma.  Hematologic:  Infrequently,  leukopenia,  purpura,  and 
thrombocytopenia;  rarely,  agranulocytosis  and  bone  marrow  de- 
pression have  been  reported,  but  a definite  relationship  to  the 
drug  has  not  been  established;  since  some  patients  may  mani- 
fest anemia  secondary  to  obvious  or  occult  G.l.  bleeding,  periodic 
hemoglobin  determinations  are  recommended.  Eye-Ear:  Infre- 
quently, tinnitus,  blurred  vision,  hearing  disturbance,  and  orbital 
and  periorbital  pain.  Miscellaneous .•  Rarely,  vaginal  bleeding, 
hyperglycemia,  and  glycosuria. 

Supplied:  Capsules  containing  25  mg  indomethacin  each,  in  bot- 
tles of  100  and  1000; 
capsules  containing 
50  mg  indomethacin 
each,  in  bottles  of  100. 

For  more  detailed  in- 
formation, consult  your 
Merck  Sharp  & Dohme 
representative  or  see 
the  package  circular. 


® MERCK  SHARP  &00HME  Division  of  Merck  & Co  Inc  West  Point  Pa  19486 

WHERE  TODAY'S  THEORY  IS  TOMORROW’S  THERAPY 


ARIZONA  MEDICINE 


IN  ALL  FOUR 
DIRECTIONS 


That’s  where  the  briefcases  go  each  working  day. 
They  belong  to  the  four  members  of  our  Doctors’  Aid  Society 
(Physician  Relations  Representatives)  and  collectively 
they  travel  over  100,000  miles  and  visit  more  than  1500 
physicians’  offices  at  least  thrice  per  year.  Your 
office  staff  should  know  them  well  by  now. 

Another  unique  service  of  your  Blue  Shield  Plan. 

It’s  our  pleasure. 


BLUE  CROSS' 
BLUE  SHIELD' 


^Registered  service  marks  of  the  American  Hospital  Association 
‘^'Registered  service  marks  ot  the  National  Association  ol 
Blue  Shield  Plans 
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Sut  before  you  prescribe  Pertofrane,  please  see 
the  full  prescribing  information  and  especially 
note  Contraindications,  Precautions,  Warning, 
Adverse  Reactionsand  Dosage.  A brief  summary 
of  that  information  is  included  here. 

Pertofrane*1  desipramine  hydrochloride 

Indications:  For  relief  of  depression. 
Contraindications:  Do  not  use  drugs  of  the 
M.A.O.I.  class  with  Pertofrane.  Hyperpyretic 
crises  or  severe  convulsive  seizures  may  occur; 
potentiation  of  adverse  effects  can  be  serious  or 
even  fatal.  When  substituting  this  drug  in  pa- 
tients receiving  an  M.A.O.I.,  allow  an  interval  of 
at  least  7 days.  Initial  dosage  in  such  patients 
should  be  low  and  increases  should  be  gradual 
and  cautiously  prescribed. 

Warning : Activation  of  psychosis  may  occasion- 
ally be  observed  in  schizophrenic  patients.  Do 
not  use  in  patients  under  12  years  old,  and  do  not 
■ use  in  women  who  are  or  may  become  pregnant 
unless  the  clinical  situation  warrants  the  poten- 
tial risk. 

Precautions:  Careful  supervision  and  protective 
measures  for  potentially  suicidal  patients  are 
necessary.  Discontinuation  of  therapy  or  adjunc- 
tive useof  a sedativeor  tranquilizer  may  be  neces- 
sary in  the  presence  of  increased  anxiety  or  agita- 
tion, hypomania  or  manic  excitement.  However, 
phenothiazines  may  aggravate  the  condition. 
Atropine-like  effects  may  be  more  pronounced 
(e.g.  paralytic  ileus)  in  susceptible  patients  and  in 
those  receiving  anticholinergic  drugs  (including 
antiparkinsonism  agents).  Carefully  observe  pa- 
tients with  increased  intraocular  pressure.  Pre- 
scribe cautiously  in  hyperthyroid  patients  and  in 
those  receiving  thyroid  medications.  Cardio- 
vascular complications  (myocardial  infarction 
and  arrhythmias)  are  potential  risks  since  they 
have  occasionally  occurred  with  imipramine. 
the  parent  compound.  Desipramine  may  block 
the  pharmacologic  activity  of  guanethidine  and 
related  adrenergic  neuron-blocking  agents.  Hy- 
oertensive  episodes  have  been  observed  during 
surgery  in  patients  on  desipramine  therapy. 
Before  prescribing  thedrug,  the  physician  should 
se  thoroughly  familiar  with  prescribing  informa- 
: .ion,  with  the  literature,  with  all  adverse  reac- 
ions,  with  the  diagnosis  and  management  of  de- 
gression, and  with  the  relative  merits  of  all  meas- 
jres  for  treating  the  condition. 

Adverse  Reactions:  Dry  mouth,  constipation, 
fisturbed  visual  accommodatkon,  anorexia,  per- 
spiration, insomnia,  drowsiness,  dizziness,  head- 
ache, nausea,  epigastric  distress,  and  skin  rash 
including  photosensitization)  may  appear.  Since 
orthostatic  hypotension  has  occurred,  carefully 
observe  patients  requiring  concomitant  vasodi- 
ating  therapy,  particularly  during  the  initial 
phases.  Other  adverse  reactions  include  tachy- 
oardia,  changes  in  EEG  patterns,  tremor,  falling, 
nild  extrapyramidal  activity,  neuromuscular  in- 
coordination, epileptiform  seizures.  A confu- 
sional  state  (with  such  symptoms  as  hallucina- 
ionsand  disorientation)  occurs  occasionally  and 
nay  require  reduced  dosage  or  discontinuance 
of  therapy.  Rarely,  transient  eosinophilia.  slight 
elevation  in  transaminase  levels,  transient  jaun- 
f ice,  or  liver  damage  have  occurred.  If  abnormal- 
ties  occur  in  liver  function  tests,  discontinue 
frug  and  investigate.  Occasional  hormonal  ef- 
ects,  particularly  decreased  libido  or  impotence 
snd  instances  of  gynecomastia,  galactorrhea 
end  female  breast  enlargement  have  been  ob- 
served. Urinary  frequency  or  retention  may 
occur.  Thedrug  should  bediscontinued  if  agranu- 
ocytosis,  bone  marrow  depression,  jaundice, 
hrombocytopema,  or  purpura  occur. 

Dosage:  25  to  50  mg.  t.i.d.  The  maximum  daily 
lose  is  200  mg.  Continue  maintenance  dosage 
or  at  least  2 months  after  obtaining  satisfactory 
esponse.  Generally,  elderly  and  adolescent  pa- 
ients  should  be  given  low  doses. 

Availability:  Pink  capsules  of  25  mg.  in  bottles  of 
00  and  1000.  (BJ46-530-E 

:or  complete  details,  please  see  the  prescribing 
iformation. 

Beigy  Pharmaceuticals 

Division  of  Geigy  Chemical  Corporation  (pm 
Ardsley,  New  York  10502 


What  makes  a 


A man? 

Another  woman? 

Three  kids? 

No  kids  at  all? 

Wrinkles? 

You  name  it. 

Is  she 

truly  depressed? 

Is  that  why  she  lets  go 
in  your  office? 

You  comfort  her. 

Talk  to  her.  ^ 

And,  if  she  is  depressed, 

consider  Pertofrane. 

Because 

in  3 to  5 days 

she  can  often  begin 

to  cope, 

work, 

maybe  play, 
even  enjoy. 


Pertofrane® 

desipramine  hydrochloride 

In  depression... 

when  words  are  not  enough 
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Philip  E.  Dew,  M.D.  (Tucson);  Merlin  K.  DuVal,  M.D. 
(Tucson). 

EXECUTIVE  COMMITTEE:  Richard  O.  Flynn,  M.D.,  Chairman 
Tempe);  Philip  E.  Dew,  M.D.  (Tucson);  Arthur  V.  Dudley, 
Jr.,  M.D.  (Tucson);  James  L.  Grobe,  M.D.  (Phoenix);  Fred 
H.  Landeen,  M.D.  (Tucson);  Edward  Sattenspiel,  M.D. 
(Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Woodrow  W. 

Scott,  M.D.,  Chairman  (Tempe);  Clifton  J.  Alexander,  M.D. 
(Tucson);  William  A.  Bishop,  Jr.,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Charles  P.  Dries,  M.D.  (Phoenix); 
Walter  R.  Either,  M.D.  (Phoenix);  Stanford  F.  Farnsworth, 
M.D.  (Phoenix);  Harold  N.  Gordon,  M.D.  (Yuma);  John  P. 
Heileman,  M.D.  (Phoenix);  Stephen  Letourneaux,  M.D.  (No- 
gales); John  G.  Lingenfelter,  M.D.  (Kingman);  Dermont  W. 
Melick,  M.D.  (Tucson);  Patrick  P.  Moraca,  M.D.  (Phoenix); 
Wallace  A.  Reed,  M.D.  (Phoenix);  George  A.  Spendlove, 
M.D.  (Phoenix);  Dale  H.  Stannard,  M.D.  (Phoenix);  James 
D.  Van  Antwerp,  Jr.,  M.D.  (Tucson);  Glen  H.  Walker,  M.D. 
(Coolidge). 

GRIEVANCE  COMMITTEE:  Arthur  V.  Dudley,  Jr.,  M.D.,  Chair- 
man (Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard  E. 
H.  Duisberg,  M.D.  (Phoenix);  Nonnan  D.  Duley,  Jr.,  M.D. 
(Flagstaff);  Francis  M.  Findlay,  M.D.  (San  Manuel);  Keith 
H.  Harris,  M.D.  (Phoenix);  Richard  B.  Johns,  M.D.  (Payson); 
Harold  E.  Kosanke,  M.D.  (Tucson);  W.  R.  Manning,  M.D. 
(Tucson). 

HISTORY  & OBITUARIES  COMMITTEE:  Robert  F.  Lorenzen, 
M.D.,  Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman); 
John  R.  Green,  M.D.  (Phoenix);  John  W.  Kennedy,  M.D. 


(Phoenix);  Harold  W.  Kohl,  Sr.,  M.D.  (Tucson);  Abe  I. 
Podolsky,  M.D.  (Yuma);  Roland  F.  Schoen,  M.D.  (Casa 
Grande);  Roy  O.  Young,  M.D.  (Scottsdale). 

INDUSTRIAL  RELATIONS  COMMITTEE:  James  D.  Alvvay,  Jr., 
M.D.,  Chairman  (Phoenix);  William  B.  Haeussler,  M.D 
(Phoenix);  Daniel  J.  Kuntz,  M.D.  (Mesa);  William  R.  Myers, 
M.D.  (Phoenix);  Philip  D.  Volk,  M.D.  (Tucson). 
LEGISLATIVE  COMMITTEE:  Charles  E.  Henderson,  M.D., 

Chairman  (Phoenix);  Chester  G.  Bennett,  M.D.  (Phoenix); 
Carlos  C.  Craig,  M.D.  (Phoenix);  C.  Truman  Davis,  M.D. 
(Mesa);  William  E.  Davis,  M.D.  (Tucson);  Donald  F.  Griess, 
M.D.  (Tucson);  William  N.  Henry,  M.D.  (Phoenix);  John  P. 
Holbrook,  M.D.  (Tucson);  John  K.  Kerr,  M.D.  (Mesa);  Wil- 
liam H.  Lyle,  M.D.  (Yuma);  Meyer  Markovitz,  M.D.  (Phoe- 
nix); William  B.  McGahey,  M.D.  (Scottsdale);  John  E.  Oak- 
ley, M.D.  (Prescott);  Robert  J.  Oliver,  M.D.  (Tucson);  Web- 
ster L.  Sage,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix). 

MEDICAL  ECONOMICS  COMMITTEE:  Harvey  G.  Brown,  M.D. 
(Phoenix);  Richard  S.  Armstrong,  M.D.  (Tucson);  Ian  M. 
Chesser,  M.D.  (Tucson);  Robert  F.  Crawford,  M.D.  (Phoenix); 
Kenneth  A.  Dregseth,  M.D.  (Sierra  Vista);  Walter  V.  Ed- 
wards, M.D.  (Phoenix);  George  L Hoffmann,  M.D.  (Mesa); 
Richard  T.  McDonald,  M.D.  (Flagstaff);  John  G.  McGregor, 
Jr.,  M.D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix). 
PROCUREMENT  AND  ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.,  Chairman  (Phoenix);  Elvie  B.  Jolley,  M.D. 
(Bisbee);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mowrey, 
M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande);  John 
R.  Sehwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D.  (Chair- 
man (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Robert  I.  Cutts,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  William  B.  Helme,  M.D. 
(Phoenix);  Harold  W.  Kohl,  Jr.,  M.D.  (Tucson);  William  G. 
Payne,  M.D.  (Tempe);  Hermann  S.  Rhu,  Jr.,  M.D.  (Tucson); 
Eugene  Ryan,  M.D.  (Phoenix);  Donald  F.  Schaller,  M.D. 
(Phoenix);  Richard  J.  Toll,  M.D.  (Tucson);  MacDonald  Wood, 
M.D.  (Phoenix). 


ARIZONA  MEDICINE 


MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PUBLIC  RELATIONS  COMMITTEE:  John  F.  Kahle,  M.D., 
Chairman  (Flagstaff);  Walter  R.  Either,  M.D.  (Chandler); 
Don  V.  Langston,  M.D.  (Phoenix);  Richard  T.  McDonald, 
M.D.  (Flagstaff);  William  W.  McKinley,  Jr„  M.D.  (Bisbee); 
Jack  I.  Mowrey,  M.D.  (McNary);  Harry  L.  Reger,  Jr.,  M.D. 
(Phoenix);  William  C.  Scott,  M.D.  (Tucson);  Philip  D.  Volk, 
M.D.  (Tucson). 


PUBLISHING  COMMITTEE:  Robert  F.  Lorenzen,  M.D.,  Chair- 
man (Phoenix);  R.  Lee  Foster,  M.D.  (Phoenix);  John  R. 
Green,  M.D.  (Phoenix);  Felix  R.  Jabczenski,  M.D.  (Tucson); 
Kenneth  E.  Johnson,  M.D.  (Phoenix);  William  B.  McGrath, 
M.D.  (Phoenix). 


SCIENTIFIC  ASSEMBLY  COMMITTEE:  T.  Richard  Gregory, 
M.D.,  Chairman  (Phoenix);  Clifton  J.  Alexander,  M.D.  (Tuc- 
son); William  E.  Bishop,  M.D.  (Globe);  W.  Scott  Chisholm, 
Jr.,  M.D.  (Phoenix);  Milton  S.  Dworin,  M.D.  (Tucson); 
Douglas  W.  Frerichs,  M.D.  (Phoenix);  James  L.  Grobe,  M.D. 
(Phoenix);  Raymond  Grossman,  M.D.  (Douglas);  Rockwell 
E.  Jackson.  M.D.  (Tucson);  George  B.  Kent,  Jr.,  M.D.  (Phoe- 
nix); Philip  Levy,  M.D.  (Phoenix);  Laurence  M.  Linkner, 
M.D.  (Phoenix);  William  F.  Middleton,  M.D.  (Phoenix); 
Melvin  W.  Phillips,  M.D.  (Prescott);  Wilfred  M.  Potter,  M.D. 
(Scottsdale);  Edward  Sattenspiel,  M.D.  (Phoenix);  Blair  W. 
Saylor,  M.D.  (Tucson);  William  C.  Scott,  M.D.  (Tucson); 
Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Harold  D.  Wilkins, 
M.D.  (Tucson);  Reginald  J.  M.  Zeluff,  M.D.  (Phoenix). 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1969-1970 

PRESIDENT  Mrs.  Robert  J.  Oliver  (Nicki) 

910  North  Wilmot  Road,  Tucson  85711 

PRESIDENT-ELECT  Mrs.  J.  Bruce  Tucker  (Laveme) 

700  East  Tenth  Street,  Casa  Grande  85222 

1st  VICE-PRESIDENT  Mrs.  Charles  Henderson  (Nancy) 

5948  N.  14th  Place,  Phoenix  85014 

2nd  VICE-PRESIDENT Mrs.  Evaristo  Martinez  (Frances) 

1172  Country  Club  Drive,  Prescott  86301 

RECORDING  SECRETARY  . . . Mrs.  Thomas  B.  Jarvis  (Barbara) 
1266  Skyline  Drive,  Globe  85501 

CORRESPONDING  SECRETARY  . .Mrs.  Howard  Kimball  (Ella) 
414  W.  Northview  Avenue,  Phoenix  85021 

TREASURER  Mrs.  Edward  C.  Wong  (Mary) 

854  East  Mitchell  Drive,  Tucson  85719 

DIRECTOR  (2  years)  Mrs.  Rex  O.  Vaubel  (Eileen) 

117  W.  Glenn  Dr.,  Phoenix  85021 

DIRECTOR  (1  year)  Mrs.  Carl  Shrader  (Ginny) 

1615  Aztec,  Flagstaff  86001 

DIRECTOR  (1  year)  Mrs.  Lewis  S.  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1969-70 

APACHE:  A.  Burgess  Vial,  M.D.,  President,  P.  O.  Box  390, 
Springerville  85938;  Paddy  R.  Garver,  M.D.,  Secretary,  P.O. 
Box  919,  Show  Low. 

COCHISE:  Joseph  Saba,  M.D.,  President,  602  Powell  Street, 
Warren  85642;  David  E.  Glow,  M.D.,  Secretary,  151  Fry 
Blvd.,  Sierra  Vista  85635. 

COCONINO:  David  D.  Smith,  M.D.,  President,  715  N.  Beaver 
Street,  Flagstaff  86001;  Robert  E.  Westfall,  M.D.,  Secretary, 
1355  N.  Beaver  Street,  Flagstaff  86001. 

GILA:  Thomas  B.  Jarvis,  M.D.,  President,  703  Ash  Street,  Globe 
85501;  Charles  A.  Bejarano,  M.D.,  Secretary,  718B  Sullivan 
Street,  Miami  85539. 

GRAHAM:  Doran  V.  Porter,  M.D.,  President,  503  5th  Ave.,  Saf- 
ford  85546;  William  R.  Sullivan,  M.D.,  Secretary,  702  8th 
Ave.,  Safford  85546. 

GREENLEE:  Charles  B.  Daniell,  M.D.,  President,  Morenci  Hos- 
pital, Morenci  85540;  Gerhard  L.  Ihm,  M.D.,  Secretary, 
Morenci  Hospital,  Morenci  85540. 

MARICOPA:  John  W.  Kennedy,  M.D.,  President,  4550  N.  51st 
Avenue,  Phoenix  85031;  Edward  Sattenspiel,  M.D.,  Secre- 
tary, 333  West  Thomas  Road,  Phoenix  85013. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 

MOHAVE:  Raymond  E.  Hammer,  M.D.,  President,  412  E.  Oak 
Street,  Kingman  86401;  John  J.  Standifer,  M.D.,  Secretary, 
412  East  Oak  Street,  Kingman. 

NAVAJO:  William  R.  Engvall,  M.D.,  President,  1500  Williamson 
Avenue,  Winslow  86047;  Lynn  C.  McGlothin,  M.D.,  Secre- 
tary, 1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  John  A.  Wilson,  M.D.,  President,  1601  N.  Tucson  Boule- 
vard, Tucson;  Seymour  I.  Shapiro,  M.D.,  Secretary,  Bldg.  24, 
Med.  Square,  1601  N.  Tucson  Blvd.,  Tucson. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Francis  M.  Findlay,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel  85631;  Oscar-  V.  Moreno,  M.D.,  Secretary, 
1518  Main  Street,  Florence  85232. 

SANTA  CRUZ:  Delmar  R.  Mock,  M.D.,  President,  301-311 
Duquesne,  Patagonia  85624;  Charles  S.  Smith,  M.D.,  Secre- 
tary, Gebler  Building,  Nogales. 

YAVAPAI:  Manus  R.  Spanier,  M.D.,  President,  108  N.  Summit 
Avenue,  Prescott  86301;  William  R.  Shepard,  M.D.,  Secre- 
tary, 1003  Division  Street,  Prescott. 

YUMA:  Chauncey  D.  Buster,  M.D.,  President,  2540  S.  4th 

Avenue,  Yuma  85364;  Robert  F.  Johns,  M.D.,  Secretary, 
423  W.  8th  Street,  Yuma  85364. 


PRESIDENT’S  ADVISORY  COMMITTEE 

Mrs.  George  S.  Enfield  (Ro) 

4615  N.  22nd  Street,  Apt.  106,  Phoenix  85016 
Mrs.  Hubert  R.  Estes  (Mickey) 

9035  E.  Woodland  Rd.,  Tucson  85715 

Mrs.  Clare  W.  Johnson  (Mary  Ann) 

318  W.  Lawrence  Road,  Phoenix  85013 


CHAIRMEN  OF  STANDING  COMMITTEES 
1969-1970 


AMA-ERF  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook,  Phoenix  85018  (956-3674) 

BI-LAWS  Mrs.  Donald  D.  Ewing  (Carol) 

810  North  Shepherd  Hills,  Tucson  85710 

CHAPLAIN Mrs.  George  L Hoffmann  (Julie) 

900  W.  Mountain  View  Drive,  Mesa  85201 

COMMUNITY  HEALTH  Mrs.  John  Ash  (Agnes) 

5818  N.  3rd  Ave.,  Phoenix  85013 

FINANCE  Mrs.  Richard  J.  Toll  (Ann) 

5644  North  Genematas  Drive,  Tucson  85704 


GEMS  Mrs.  James  Ahvay  (Inge) 

6520  N.  41st  St.,  Paradise  Valley  85251 


HAMER  EDUCATION  LOAN  FUND . . Mrs.  Alvin  L. 

5250  N.  Bartlett  Cir.,  Phoenix 


Swenson 

(Vicki) 


HEALTH  CAREERS  Mrs.  Thomas  M.  Foreman  (Teddy) 

4101  North  Cerro  de  Falcon,  Tucson  85718 


HISTORIAN 


Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott  85018 


INTERNATIONAL  HEALTH  . . .Mrs.  Joseph  B.  McNally  (Susie) 
Williamson  Valley  Rd.,  Prescott  86301 


LEGISTLATION Mrs.  W.  Curtis  N.  Wilcox  (Doris  Ann) 

2450  Avenida  de  Posada,  Tucson  85718 

MENTAL  HEALTH  Mrs.  Charles  Conner  (Ann) 

4800  Valley  Vista  Lane,  Scottsdale  85251 

NOMINATING  Mrs.  Lewis  S.  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

PUBLICATION  Mrs.  Philip  E.  Dew  (Jean) 

4112  East  Fifth  Street,  Tucson  85711 
Circulating  Manager  Mrs.  T.  Herman  Moore  (Teddy) 


6402  Shepherd  Hills  Drive,  Tucson  85710 

SAFETY-DISASTER  PREPAREDNESS: 

Mrs.  Charles  I.  Fisher  (Peggy) 
352  West  Berridge  Lane,  Phoenix  85013 

WA-SAMA  Mrs.  Ruben  Acosta  (Mary) 

34S1  E.  Edgemont,  Tucson  85716 


JUNE,  1969 


ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


BOARD  OF  DIRECTORS 

Meeting  of  the  Board  of  Directors  of  The  Arizona 
Medical  Association,  Inc.,  held  Tuesday,  April  22,  1969, 
in  the  Convention  Center  of  the  Safari  Hotel,  Scottsdale, 
Arizona,  convened  at  9:00  a.m.,  Fred  H.  Landeen,  M.D., 
Vice  President  and  Chairman,  presiding. 

MINUTES 

Approved  minutes  of  the  meeting  of  the  Board  of 
Directors  of  this  Association  held  March  9,  1969. 

ArMPAC  BOARD  OF  DIRECTORS 

Dr.  Kahle  urged  all  members  to  make  arrangements 
to  be  present  at  the  ArMPAC  Annual  Banquet  to  be 
held  Thursday,  April  24,  1969,  in  the  Convention  Center 
at  8:00  p.m.  Congressman  Edward  J.  (Ed)  Derwinski  of 
Illinois  will  be  the  featured  speaker.  He  is  represented 
as  being  the  most  articulate  speaker  of  the  Congressmen. 

ArMPAC  membership  is  not  quite  up  to  that  of  last 
year  at  the  present  time.  This  is  the  “off-election  year.” 
Past  experience  indicates  a lesser  degree  of  interest.  Fred 
Mitten  was  commended  for  his  effort  associate  with  the 
inclusion  of  ArMPAC  membership  with  the  mailing  of 
the  society’s  annual  dues  statement. 

BOARD  OF  MEDICAL  EXAMINERS  — 
STATE  OF  ARIZONA 

Nominated  David  D.  Smith,  M.D.  of  Flagstaff  and 
Bay  P.  Inscore,  M.D.  of  Prescott,  one  of  which  shall  be 
selected  and  appointed  by  the  Governor  of  Arizona  a 
member  of  the  Board  of  Medical  Examiners  of  the  State 
of  Arizona  for  a term  of  five  (5)  years,  effective  July  1, 
1969,  in  accordance  with  Chapter  13,  Medicine  and 
Surgery,  A.R.S.  1964,  as  amended,  to  fill  a vacancy 
caused  by  the  expiration  of  the  term  of  Melvin  W. 
Phillips,  M.D.  of  Prescott  (not  eligible  for  reappointment) 
ending  June  30,  1969. 

EXECUTIVE  COMMITTEE 

Membership  Classification  Changes 
Maricopa 

Ira  M.  Bryant,  M.D.  (Mesa)  Active  granted  Associate 
(dues  exempt)  account  retirement,  effective  March  1, 
1969. 

Mary  E.  Richardson,  M.D.  (Phoenix  — Washington, 
D.C.)  — Active  granted  Affiliate  (dues  exempt)  account 
former  active  member  of  this  Association  now  in  prac- 
tice (temporarily)  in  another  state,  effective  January 
17,  1969. 

Pima 

Maxwell  R.  Palmer,  M.D.  (Tucson)  — Active  granted 
Associate  (dues  exempt)  account  retirement,  effective 
February  5,  1969. 

Special  Assessment  and  Annual  Dues  Delinquents 

It  was  reported  that  as  of  the  close  of  1968  there  were 
eleven  members  delinquent  associate  with  the  special 


building  fund  assessment:  two  in  Gila  County;  one  in 
Greenlee  County;  six  in  Maricopa  County;  one  in  Pima 
County;  and  one  in  Santa  Cruz  County.  In  1969  to 
date,  there  are  four  member  delinquents  associate  with 
the  special  building  fund  assessment:  one  in  Cochise 
County;  one  in  Gila  County;  and  two  in  Maricopa  Coun- 
ty. Member  delinquents  to  date  associate  with  the  pay- 
ment of  the  1969  annual  dues  total  thirty-four:  one  in 
Coconino  County;  one  in  Cochise  County;  one  in  Gila 
County;  twenty-one  in  Maricopa  County;  nine  in  Pima 
County;  and  one  in  Yavapai  County.  REPORT 
RECEIVED. 

Financial  Report 

Accepted  the  report  of  the  Treasurer  covering  the 
month  of  March,  1969.  “Income”  $18,754.40  (total  In- 
come received  — 1969  $175,830.29),  reflecting  an  “under- 
budget” of  $84,794.71  (1969  Budget  $260,625.00).  “Ex- 
penditures” $17,565.36  (total  Expenditures  — 1969  $51,- 
811.85),  reflecting  an  “under-budget”  of  $208,813.15 
(1969  Budget  $260,625.00). 

1969-70  Meeting  Schedule 

Approved  the  following  meeting  schedules: 

Executive  Committee  — 1969:  5/24;  7/26;  9/13;  11/ 
15.  1970:  1/10;  3/14;  4/21  Annual  Meeting. 
Board  of  Directors  — 1969:  5/25;  7/27;  9/14;  11/16. 

1970:  1/11;  3/15;  4/21  Annual  Meeting, 

It  was  indicated  that  the  scheduled  May  24  Executive 
Committee  Meeting  and  the  May  25  Board  of  Directors 
Meeting  will  be  held  only  if  necessary.  The  membership 
will  be  informed  in  due  course. 

Committee  Meeting  Attendance  Regulation 

It  was  regularly  moved  and  carried  that  committee 
members  if  absent  for  two  consecutive  meetings  without 
adequate  excuse  will  be  automatically  dropped  from 
such  committee  membership  on  recommendation  of  the 
Chairman  of  the  respective  committee  to  the  Board  of 
Directors  who,  upon  concurrence  therein,  will  appoint 
a replacement. 

Legislative  Procedure  Program 

Mr.  Robinson  reported  that  in  line  with  directive  of 
the  Board  and  the  Executive  Committee  in  meeting  held 
March  9,  1969,  staff,  in  consultation  with  Counsel,  Mr. 
Edward  Jacobson,  explored  the  objective  “to  recreate  an 
effective  program  that  will  eventually  result  in  a more 
receptive  atmosphere  in  the  State  Legislature  for  the 
legislative  philosophy  of  the  medical  profession.”  The 
program  could  well  fall  into  two  general  categories:  (1) 
determination  of  long-range  goals  and/or  philosophies; 
and  (2)  establishment  of  an  immediate  plan  of  action  in 
regard  to  existing  bills  or  bills  in  which  the  Association 
wishes  to  develop.  A memorandum  was  distributed 
among  the  Board  members  and  counsel  was  asked  to 
further  comment. 

MR.  JACOBSON:  In  order  to  develop  a more  effective 
legislative  program,  it  was  hoped  that  we  could  learn 
what  the  long-range  goals  of  the  membership  are  as 
opposed  to  the  long-range  goals  of  either  the  men  who 
happen  in  any  given  year  to  be  members  of  the  Legisla- 
tive Committee  or  members  of  the  Executive  Committee, 
and  in  an  effort  to  formulate  these  goals,  two  devices 
were  suggested  in  the  memo:  (1)  a device  of  sending 
out  on  the  principal  subjects  which  be  faced  soon  in 
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coming  years  reading  materials  on  all  sides  of  that  sub- 
ject; and  (2)  to  have  forums  for  discussions  on  all  sides 
of  that  subject.  The  second  new  thing  has  to  do  with 
the  role  of  the  lawyer  vs.  the  role  of  the  staff  and  what 
is  recommended  at  the  other  end  of  this  memorandum 
that  the  staff  legislative  function  be  substantially  ex- 
panded and  that  the  legal  legislative  function  be  sub- 
stantially diminished  to  those  areas  where  the  lawyer  by 
training  is  in  fact  better  able  to  do  it.  I think  we  will 
have  a more  effective  over-all  program  by  doing  this. 
It  is  my  own  suggestion  and  is  in  line  with  the  way 
legislative  programs  are  generally  conducted  for  other 
associations. 

Dr.  Landeen  commented  that  this  proposal  demands 
a lot  of  study  and  consideration  and  should  not  be  dwelt 
upon  in  great  length  this  morning.  It  was  suggested  that 
through  the  Board  of  Directors  and  Presidents  of  the 
County  Societies  that  these  recommendations  be  brought 
back  to  the  local  county  society  level  in  order  that  there 
may  be  understanding  as  to  the  concept  and  scope  of 
what  the  Legislative  Committee  is  trying  to  do.  The 
Executive  Committee  and  the  Board  of  Directors  of 
ArMA  will  certainly  give  further  consideration  thereto 
because  of  its  far  reaching  effect,  so  that  when  the 
Legislature  reopens  and  reconvenes  that  we  can  have 
some  concrete  recommendations  from  the  county  societies 
and  from  the  membership  at  large  in  this  regard 

It  was  regularly  moved  and  carried  that  the  memoran- 
dum be  received  for  information  at  this  time;  and  that 
it  be  reviewed  at  the  next  (regular)  meeting  of  the 
Board. 

MEDICAL  ECONOMICS  COMMITTEE 

Voluntary  Health  Agencies  Activity 

Approved  the  transfer  of  Voluntary  Health  Agencies 
activity  from  the  Medical  Economics  Committee  to  the 
Professional  Committee  — Section  on  Allied  Medical 
Groups. 

Hawaiian  Insurance  & Guaranty  Co.,  Ltd. 

Report  of  counsel  received  referable  to  the  with- 
drawal of  the  15%  premium  deviation  by  the  Hawaiian 
Insurance  & Guaranty  Co.,  Ltd. 

PROFESSIONAL  COMMITTEE 

Robert  E.  T.  Stark,  M.D.,  designated  ArMA  represen- 
tative to  the  Second  Conference  on  Provisional  Standards 
for  Hospital  Accreditation  held  in  Chicago,  March  20 
and  21,  1969,  declined,  feeling  that  such  attendance 
would  not  warrant  the  expense.  Dr.  Stark  attended  the 
first  conference  and  the  questions  raised  by  the  Asso- 
ciation were  considered  at  that  time.  RECEIVED  FOR 
INFORMATION. 

WOMAN'S  AUXILIARY 

Mrs.  Robert  J.  Oliver,  President-Elect  of  the  Woman’s 
Auxiliary  to  the  Arizona  Medical  Association  proposed 
that  consideration  be  given  to  the  development  of  a 
similar  program  entitled:  “Wisconsin  Work  Week  of 
Health”  sponsored  by  the  Wisconsin  State  Medical  Soci- 
ety with  the  cooperation  of  its  Woman’s  Auxiliary,  made 
available  to  high  school  students  of  that  state  who 
flocked  to  Madison  to  hear  talks  by  medical  authorities 
and  discuss  such  problems  as:  “Should  You  Keep  off  the 
Grass?”;  “Sex  and  the  Teenager”;  “Why  Students  Crack 


Up”;  “LSD  and  Other  Many  Splendored  Things”;  “Smok- 
ing and  Other  Burning  Issues”;  “The  Tapa  Kegga  Da 
Fraternity  (Teenage  Drinking)”;  “Are  Sideburns  Danger- 
ous? (or  health  hazards  of  hippie  living);  and  “How 
to  Quit  the  Habit.” 

It  was  regularly  moved  and  carried  that  this  Board 
of  Directors  go  on  record  as  favoring  the  Auxiliary 
suggestion  without  financial  obligation;  the  Auxiliary  to 
investigate  the  possibilities  of  developing  such  a program 
on  a county  level  seeking  the  experience  of  Maricopa 
Society  in  this  field  of  endeavor. 

Determined  to  appropriate  a sum  of  $1,900  in  the 
1970  Budget  of  this  Association  to  be  allocated  for  use 
by  the  Woman’s  Auxiliary. 


COMMUNICATIONS 

AMA-ERF  1968  Contribution  to  U of  A 
College  of  Medicine 

A sum  of  $8,259.19  representing  the  AMA-ERF  1968 
Contribution  to  the  University  of  Arizona  College  of 
Medicine  will  be  presented  to  the  Dean  of  the  College, 
Dr.  DuVal,  during  the  President’s  Banquet  Friday  eve- 
ning next.  RECEIVED. 

AMA  Annual  Convention 

Determined  to  authorize  attendance  to  the  AMA  An- 
nual Convention,  New  York  City,  July  13-17,  1969,  to 
include  the  President,  the  Delegates  and  Alternate  Dele- 
gates, and  the  Executive  Secretaries. 

SAMA  1969  Sustaining  Membership 

It  was  regularly  moved  and  carried  (Dr.  Heileman 
voting  in  the  negative)  that  this  Association  continue 
support  of  the  Student  American  Medical  Association  to 
the  extent  of  subscription  for  1969  of  Sustaining  Mem- 
bership in  the  sum  of  $100.00  which  was  authorized  paid. 


OTHER  BUSINESS 

Crippled  Children’s  Services 

Philip  G.  Derickson,  M.D.  (Tucson)  appointed  by  the 
Governor,  confirmed  by  the  Senate,  a member  of  the 
Crippled  Children’s  Services  for  the  term  ending  January 
31,  1974,  succeeding  John  R.  Schwartzmann,  M.D. 
(Tucson). 

Health  Planning  Authority 

T.  Richard  Gregory,  M.D.  (Phoenix)  appointed  by  the 
Governor,  confirmed  by  the  Senate,  a member  of  the 
Health  Planning  Authority  for  the  term  ending  February 
1,  1972,  succeeding  James  M.  Kilgore,  Jr.,  M.D.  (Phoe- 
nix). Dr.  Gregory  has  since  resigned. 

Hubert  R.  Estes,  M.D.,  President,  Arizona  Psychiatric 
Society,  calls  attention  that  it  was  its  understanding  that 
ArMA  would  consult  with  APS  when  submitting  nomi- 
nees to  the  Governor  referable  to  the  appointment  of 
a psychiatrist  to  the  Health  Planning  Authority. 

Determined  to  approach  the  Arizona  Psychiatric  Soci- 
ety for  additional  names  to  fill  this  vacancy. 
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HEW  FDA  Removal  of  Drugs  from  Market 

Communications  from  Paul  A.  Bryan,  M.D.,  Special 
Assistant  for  Drug  Efficacy  Study  Implementation,  Bur- 
eau of  Medicine,  Department  of  Health,  Education  and 
Welfare,  and  Congressman  Sam  Steiger,  were  presented 
and  read  referable  to  this  Board  of  Directors’  Resolution 
dealing  with  the  removal  of  drugs  from  the  market  by 
the  Food  and  Drug  Administration.  Procedure  was  out- 
lined. RECEIVED. 


News  Releases  Response 

Hayes  W.  Caldwell,  M.D.  (Phoenix)  suggests  a mech- 
anism be  established  to  make  it  possible  for  ArMA  to 
immediately  respond  to  various  news  articles  which  are 
critical  of  the  profession.  Considerable  discussion  ensued. 
It  is  suggested  that  when  articles  are  seen  in  the  press 
by  the  membership  to  which  response  might  be  indicated 
that  the  Central  Office  be  so  notified,  it  in  turn  to 
confer  with  the  President  for  determination  of  course. 


Cinco  de  Mayo  Art  Festival 

The  First  Annual  Cinco  de  Mayo  Art  Festival  at  St. 
Stephen’s  is  scheduled  to  be  held  May  3 and  4,  1969. 
An  invitation  is  extended  to  this  Association  to  select 
and  purchase  a work  of  art  priced  in  the  range  from 
$50  to  $200.  RECEIVED  FOR  INFORMATION. 


“Master  Charge”  and  “BankAmericard”  Credit  Cards 
It  was  regularly  moved  and  carried  that  this  Associa- 
tion apply  to  the  Valley  National  Bank  of  Arizona  for 
a “Master  Charge”  credit  card  accommodation;  also,  to 
the  First  National  Bank  (of  Arizona)  for  a “BankAmeri- 
card” credit  card  accommodation;  that  any  necessary 
application  and/or  agreement  providing  therefore  be 
authorized  executed  by  designated  officers  of  this  Asso- 
ciation; and  that  the  Association  credit  cards  with  Carte 
Blanche  and  Diner’s  be  discontinued. 


Grievance  Committee 

Richard  G.  Hardenbrook,  M.D.  (Prescott)  resigns  as  a 
member  of  the  Grievance  Committee  of  this  Association. 
ACCEPTED  WITH  REGRET. 

A replacement  for  the  unexpired  term  1969-71  will  be 
considered  by  the  President  and  recommendation  sub- 
mitted at  the  meeting  of  the  Board  of  Directors  sched- 
uled to  be  held  Saturday  next. 


ArMA-AOMA  Conference 

Mr.  Stanley  Schultz,  Executive  Director  of  the  Arizona 
Osteopathic  Medical  Association,  in  its  behalf,  seeks  a 
joint  conference  between  representatives  of  its  organiza- 
tion and  this  Association  to  discuss  some  of  the  problems 
that  are  inherent  within  both  professions,  especially  in 
respect  to  the  troublesome  doctor.  It  was  stated  that 
the  Executive  Committee  of  ArMA  in  meeting  this 
morning  determined  to  set  up  a meeting  and  begin 
discussion. 


Rural  Medical  Practice  Study 

Mr.  Kirk  H.  Gray,  Administrative  Resident,  Tucson 
Medical  Center,  requests  assistance  in  rural  medical 
practice  study  being  undertaken  by  him  as  work  on  a 
Master  of  Science  degree  in  Hospital  Administration. 
Approximately  305  doctors  of  medicine,  members  of  this 
Association  in  the  rural  areas,  will  be  contacted  and 
asked  to  participate.  Approval  of  a cover  letter  by  ArMA 
to  accompany  the  survey  is  sought.  It  was  stated  that 
the  matter  had  been  referred  to  the  Section  on  Public 
Health  of  the  Professional  Committee  of  this  Association 
for  recommendation. 

It  was  regularly  moved  and  carried  that  preparation 
of  an  appropriate  cover  letter  be  authorized,  subject  to 
the  recommendation  and  approval  of  the  Professional 
Committee. 

Scholarship  Award  Acceptance 

Joel  W.  Kunkel  (Tucson),  first  year  student  at  the 
University  of  Arizona  College  of  Medicine,  expresses 
grateful  appreciation  for  the  scholarship  awarded  to 
him  by  this  Association.  RECEIVED. 

Medical  Television  Survey 

Pima  County  Medical  Society  requests  a poll  of  the 
membership  of  this  Association  to  determine  the  number 
of  physicians  who  are  viewing  the  medical  television 
series  shown  on  Tucson’s  Channel  6,  sponsored  by  ArMA 
through  its  Professional  Committee  — Section  on  Medical 
Education.  AUTHORIZED  THROUGH  THE  MEDIA 
OF  MEDICAL  MEMOS. 

SAMA  Financial  Support 

Pima  County  Medical  Society  endorses  support  of  the 
University  of  Arizona’s  College  of  Medicine  students 
request  for  a sum  of  $250  to  assist  the  local  chapter 
of  the  Student  American  Medical  Association  with  ex- 
penses incurred  over  the  next  two  years  by  their  organ- 
ization, these  to  include  partial  remuneration  to  a student 
member  attending  the  national  convention  and  also 
incidental  items  such  as  postage,  etc. 

It  was  regularly  moved  and  carried  that  the  expendi- 
ture of  $250  for  the  purpose  indicated  be  authorized  to 
be  financed  out  of  the  Public  Relations  Committee 
appropriation. 

MEETING  ADJOURNED  AT  10:45  A.M. 

John  P.  Heileman,  M.D. 

Secretary 


24-HOUR  AIR  AMBULANCE  SERVICE 

1 


a l.  mooRe  & sons 


Mortuary  and  Air  Ambulance  Service 

Adams  at  Fourth  Ave.  / Phoenix  / AL  2-341 1 
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Occupational  therapist  guides  patient  in  newly  acquired 
hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospits 
are  encouraged  to  participate  in  constructive  hobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 


or  in  the  special  hobby  workshop  in  the  hospita 


seated  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
Dicturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


PROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


PHOENIX,  ARI2 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI 


Darvon 

Compound-  65 

Each  Pulvule®  contains  65  mg.  propoxyphene 
hydrochloride,  227  mg.  aspirin,  162  mg.  phenac- 
etin,  and  32.4  mg.  caffeine. 


900252 


Additional  information 
available  upon  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206. 
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Original  Articles 


HEART  BLOCK  AND  PACEMAKERS 

Lee  B.  Brown,  M.D. 

William  P.  Cornell,  M.D. 

Arthur  R.  Nelson,  M.D. 

Phoenix,  Arizona 

A summary  of  the  status  of  implantable  pacemakers  in  the  therapy  of 
complete  atrioventricular  block  is  presented.  In  their  forty  patients,  the 
morbidity  and  mortality  rates  were  less  in  the  transthoracic  as  compared 
to  the  transvenous  approach,  although  the  latter  is  recommended  as  more 
desirable  initially.  The  authors  strongly  advocate  employment  of  the 
pacemaker  in  the  controversial  area  of  the  asymptomatic  patient  with 
complete  heart  block. 


Introduction 

Complete  heart  block,  or  third  degree  heart 
block,  exists  when  the  AV  node  fails  to  conduct 
electrical  impulses  from  the  atria  to  the  ventri- 
cles. There  is  a total  dissociation  of  electrical 
events  of  the  atria  and  ventricles. 

Complete  heart  block  is  a reasonably  prevalent 
condition.  Acquired  heart  block  is  said  to  occur 
at  the  rate  of  fifty  cases  per  million  population 
per  year.  Thus  it  is  calculated  that  there  are 
9,500  new  cases  of  heart  block  in  the  USA  each 
year.  The  average  age  of  patients  is  60+  years. 
Approximately  60  percent  are  males  and  40  per- 
cent females.10' 24 

The  principal  clinical  manifestations  are  syn- 
copal or  presyncopal  episodes  (Adams-Stokes 
syndrome),  heart  failure,  diminished  exercise 
tolerance,  and  sudden  death.  Marked  reduction 
or  momentary  absence  of  cardiac  output  is  the 
common  denominator  in  each  instance.  The  un- 
predictable course  of  complete  heart  block  is  a 
hallmark  of  the  disease.  It  is  well  known  that 
complete  heart  block  may  be  amazingly  asymp- 
tomatic for  years;  and  then,  for  reasons  which 
are  unclear,  symptoms  appear.  Syncopal  epi- 
sodes may  occur  rarely  at  first,  then  clusters  of 
several  or  many  syncopal  episodes  may  follow, 
and  quiescent  intervals  are  fairly  common.  It  is 
commonly  recognized  that  the  great  majority  of 
patients  with  complete  heart  block  eventually 
become  symptomatic.4' 9' 10' 15' 22’ 23' 24 


The  medical  treatment  or  drug  therapy  of 
complete  heart  block  includes  atropine  for  vagal 
blockade,  sympathomimetic  agents  (ephedrine, 
Isuprel,  epinephrine),  chlorothiazides  to  lower 
serum  potassium  and  increase  myocardial  ex- 
citability, corticosteroids  for  poorly  understood 
reasons,  and  digitalis  for  its  ionotrophic  effects. 
The  medical  management  of  acute  heart  block 
is  primarily  concerned  with  the  production  of 
increased  heart  rate,  generally  by  the  intra- 
venous administration  of  sympathomimetic 
agents.  It  is  usually  quite  effective,  but  is  often 
complicated  by  some  degree  of  myocardial  ir- 
ritability and  tachyrhythmias.  The  prevention  of 
symptoms  of  complete  heart  block  on  a chronic 
basis  is  far  less  effective  and  satisfactory.  There 
is  a general  concern  for  the  proper  place  of  med- 
ical treatment  of  complete  heart  block  and  a 
realization  of  its  definitely  limited  usefulness 
and  significant  hazards.4' 9’ 10' 24 

The  advent  of  reasonably  reliable  cardiac 
pacemakers  has  been  a significant  advance  in 
treatment,  and  has  improved  the  prognosis  of 
complete  heart  block.  Friedberg5  and  Johansson10 
indicate  that  50  percent  of  patients  with  com- 
plete heart  block  are  dead  within  one  year.  Of 
patients  with  pacemakers,  15  percent  to  20  per- 
cent are  dead  within  one  year;  and  thus  the 
prognosis  is  significantly  better.10' 24  Because  of 
the  unpredictability  of  complete  heart  block, 
with  reference  to  the  causes  of  complete  heart 
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block,  associated  disease,  age,  sex,  and  many 
other  factors,  the  wide  utilization  of  pacemaker 
treatment  has  been  urged.10 

There  are  excellent  reviews  of  complete  heart 
block  available,  and  special  reference  is  made 
to  those  of  Siddons  and  Sowton,24  Johansson,10 
McNally  and  Benchimol,15  and  others.4' 9' 16' 22 

The  purpose  of  this  report  is  to  review  the 
indications  for  cardiac  pacemakers  and  to  de- 
scribe and  illustrate  their  clinical  application. 

Further  Description  of  Complete 
Heart  Block  and  Related 
Pathology  of  the  Conduction  System 

Complete  heart  block  is  generally  divided  into 
the  congenital  and  acquired  varieties.  Congenital 
heart  block  is  rare,  (1  per  10,000  to  20,000  live 
births)  and  may  or  may  not  be  associated  with 
other  congenital  cardiac  defects  such  as  trans- 
position, ventricular  septal  defect,  atrial  septal 
defect  primum,  fibroelastosis  and  other  condi- 
tions.10' 24 

The  causes  of  acquired  heart  block  are  de- 
tailed in  Table  1.  Although  ischemic  heart  dis- 
ease has  generally  been  regarded  as  the  principal 
cause  of  complete  heart  block,  there  is  increasing 
recognition  of  “primary”  disease  of  the  conduc- 
tion system,  cause  unknown  or  idiopathic.10' 24 
Lev13  emphasizes  sclerosis  of  the  left  cardiac 
skeleton  causing  disruption  of  the  conduction 
system.  The  absence  of  significant  coronary 
atherosclerosis  or  myocardial  infarction  in  many 
patients  with  complete  heart  block  is  not- 
able.4’ 9’  10'  13'  24 

Cardiac  Pacemakers 

The  principle  of  cardiac  pacemakers  is  simple. 
A “pulse  generator”  supplies  an  appropriate  elec- 
trical impulse  which  is  delivered  to  the  heart 
through  an  electrode  which  may  be  applied  to 
the  endocardial  or  epicardial  surface.  The  heart 
rate  can  then  be  controlled.  A rate  of  60  to  80  is 
quite  sufficient  in  most  patients  with  heart 
block. 

Historical  Notes  and  Development 

In  1947  Sweet26  first  successfully  employed 
electrical  stimulation  of  the  heart  in  man  at  the 
time  of  thoracotomy  for  a non-cardiac  condition. 
In  1952,  Zoll30  employed  external  stimulation  of 
the  heart  in  man  by  means  of  electrodes  applied 
to  the  intact  chest  wall.  Large  amounts  of  cur- 
rent and  voltage  were  required;  burns  and  mac- 
eration of  the  skin  were  frequent;  and  contrac- 
tion of  the  skeletal  muscle  occurred,  The  method 
was  crude,  uncomfortable,  and  impractical. 


In  1958  Weirich  et  al28  first  applied  an  elec- 
trode to  the  epicardial  surface  of  the  heart  with 
external  pulse  generator.  This  method  was  de- 
vised in  the  management  of  surgical  heart  block. 
Infection  and  breakage  of  electrodes  were  com- 
monplace. 

A totally  implantable  pacemaker  system  (elec- 
trode and  pulse  generator)  was  described  by 
Elmquist  and  Senning3  in  1959.  Shortly  there- 
after followed  the  reports  of  Chardack,  et  al,1 
Kantrowitz11  and  Zoll,  et  al29  and  others.8, 17  The 
problems  of  infection  and  electrode  breakage 
were  greatly  reduced,  and  external  appliances 
were  eliminated.  Total  implantation  of  pace- 
maker systems  was  a tremendous  advance  in 
pacemaker  treatment  and  stimulated  greater  ac- 
ceptance and  wider  use  of  the  method.  Particular 
credit  goes  to  Chardack  for  the  general  develop- 
ment of  pacemakers,  and  particularly  for  the 
development  and  perfection  of  the  platinum 
iridium  helical  coil  electrode2  which  has  great 
resistance  to  breakage  in  prolonged  use. 

Transvenous  endocardial  electrodes  passed 
through  a suitable  vein  and  advanced  to  the 
apex  of  the  right  ventricle  under  fluorscopic 
control  was  first  described  by  Furman  and  Rob- 
inson6 in  1958.  Elmquist  and  Senning3  are  credit- 
ed with  the  first  total  implantation  of  the  trans- 
venous pacemaker  system.  Thus  the  implantation 
of  pacemakers  was  made  more  simple,  safer, 
and  more  widely  applicable  to  poor  risk  pa- 
tients.1' 12’  18'  24 

Mechanics  of  Cardiac  Pacemakers 

In  Figure  1 are  illustrated  the  current  methods 
utilized  in  the  application  of  cardiac  pacemakers. 
Other  methods  have  been  described.20 

Figure  2 gives  somewhat  more  detail  of  the 
equipment.  Figure  3 shows  pacemakers  in  place 
as  seen  on  chest  films. 

The  electrode  may  be  applied  to  the  endo- 
cardial surface  of  the  heart  — the  transvenous 
method  — or  to  the  epicardial  surface  of  the 
heart  — the  transthoracic  method. 

The  electrodes  may  be  attached  to  an  external 
pulse  generator  or  an  implanted  pulse  generator. 

If  the  pacemaker  system  is  intended  for  tem- 
porary use,  then  a transvenous  electrode  with 
external  pulse  generator  is  employed.  If  the 
pacemaker  system  is  intended  for  unlimited  use, 
then  a permanent  totally  implanted  system  is 
utilized.  The  electrode  is  applied  by  the  trans- 
venous endocardial  technic  or  the  transthoracic 
epicardial  technic,  and  the  pulse  generator  is 
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implanted  subcutaneously  in  each  instance. 

It  can  be  readily  appreciated  that  the  trans- 
venous method  is  simpler,  safer,  and  can  be  done 
under  local  anesthesia.  The  transthoracic  epi- 
cardial  method  implies  a formal  thoracotomy 
with  a low  risk;  but  nevertheless,  it  has  certain 
inherent  hazards. 

At  the  present  time,  implantable  pulse  genera- 
tors are  90  percent  reliable.  Replacement  is  ad- 
vised every  24  to  36  months  and  can  be  done 
under  local  anesthesia.  Electrode  breakage  is 
of  very  low  order  — less  than  5 percent.1 

Pulse  generators  are  of  several  types: 

1.  Asynchronous,  fixed  rate:  This  is  the  most 
commonly  used  generator.  It  delivers  an 
electrical  impulse  between  7.5  and  12  ma. 
(depending  on  the  manufacturer)  at  a pre- 
determined rate.  “Competitive”  pacemak- 
ing is  possible  (between  normal  conduction 
system  and  pacemaker  system)  if  sinus  rhy- 
thm returns  periodically.  This  may  occur 
in  25  percent  of  the  patients  with  complete 
heart  block.10, 24  The  importance  of  competi- 
tive pacing  is  debatable;  but  some  believe, 
with  good  reason,  that  fatal  tachyrhyth- 
mias  may  be  precipitated.1, 19, 24 

2.  Asynchronous  demand:  The  pulse  generator 
is  designed  to  sense  the  R-R  interval.  If 
the  ventricular  rate  is  spontaneously  main- 
tained above  a pre-set  “low”  rate  of  60, 
then  the  pulse  generator  is  inactive  or 
abortive;  and  if  the  ventricular  rate  spon- 
taneously falls  below  60,  then  the  pulse 
generator  is  activated.  The  purpose  of  a 
demand  pacemaker  is  to  avoid  competitive 
pacing  with  its  inherent  hazards  of  causing 
tachyarrhythmias.  Less  important  is  the 
possibility  of  longer  pulse  generator  life 
in  some  models  since  the  pulse  generator  is 
not  in  continuous  use.21, 24' 31 

3.  Synchronous  or  P-wave  pacer:  The  concept 
of  the  synchronous  or  P-wave  pacer  is  to 
achieve  physiologic  pacing  by  re-establish- 
ing “normal”  AV  conduction  by  way  of  the 
pacemaker  system.19, 25  It  is  intended  to  pro- 
vide a variable  rate  as  determined  by  sino- 
atrial activity,  and  to  preserve  atrial  systole 
with  reference  to  ventricular  filling.  An 
electrode  attached  to  the  atrial  wall  trans- 
mits sino-atrial  impulses  to  the  pulse  gen- 
erator which  in  turn  delivers  an  appropri- 
ate impulse  to  the  ventricle  by  way  of 
standard  epicardial  leads.  An  ingenious 


Figure  1 


A.  Illustrates  temporary  transvenous  electrode  with  ex- 
ternal pulse  generator. 


B.  Shows  a temporary  percutaneous  implanted  electrode 
with  external  pulse  generator. 


c. 


C.  Shows  temporary  epicardial  electrode  placed  at  thor- 
acotomy with  external  pulse  generator.  This  system 
is  used  primarily  in  conjunction  with  surgical  treat- 
ment of  cardiac  problems. 
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Implantable  Tranavanou* 
Pacemaker 


D.  Illustrates  an  implantable  transvenous  pacemaker 
(pulse  generator  also  implanted),  and 


E.  Eplcardlal  Pacemaker 

E.  A totally  implanted  transthoracic  epicardial  pace- 
maker system. 


External  Direct 
Cardiac  Pacemaker 


Implantable  Pacemakers  : 


Several  components  of  pacemaker  systems  are  shown  Constant  implies  a fixed  rate  unit.  Both  milliamperes  and 
(Medtronics,  Minneapolis,  Minnesota).  rate  can  be  adjusted  percutaneously  after  implanta- 

tion. The  demand  unit  has  only  a rate  adjustment. 
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Figure  3 


A.  Transvenous  pacemaker  system. 
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circuit  in  the  unit  prevents  ventricular 
tachyarrythmias  in  the  event  of  atrial  tachy- 
arryhthmias.  Competitive  pacing  is  avoided 
in  the  event  of  return  to  sinus  rhythm  since 
the  impulse  of  the  pulse  generator  strikes 
in  the  refractory  period  of  the  ventricle. 

In  summary,  a demand  or  fixed  rate  pacer 
serves  the  need  in  the  majority  of  patients.  The 
demand  unit  has  tended  to  replace  the  occasional 
indication  for  synchronous  pulse  generator. 

Radio  and  television  signals,  ignition  systems, 
electric  razors,  and  commonly  used  electrical 
appliances  have  no  effect  on  currently  used  pace- 
maker systems.  Diathermy  and  cautery  should 
not  be  used  in  patients  with  pacemakers  since 
damage  to  components  may  result.  Current  leak- 
age from  improperly  grounded  equipment,  such 
as  the  electrocardiogram  and  cautery,  may  pre- 
cipitate serious  or  fatal  tachyrhythmias.1  '24 

Indications  for  Pacemakers  and  Selection 
of  Pacemaker  Systems 

Indications 

It  is  widely  felt  that  patients  with  sympto- 
matic heart  block  should  have  pacemaker  sys- 
tems implanted.1' 9' 10' 24  There  is  a growing  belief 
that  asymptomatic  or  minimally  symptomatic 
patients  should  likewise  have  pacemakers  im- 
planted.3’ 10  The  reason  for  the  latter  is  the  total 
unpredictability  of  the  course  of  heart  block  as 
previously  noted.  There  is  no  way  to  anticipate 
when  an  asymptomatic  patient  will  develop  seri- 
ous and  perhaps  fatal  problems.10  The  use  of  a 
pacemaker  in  asymptomatic  patients  remains, 
however,  a somewhat  debatable  issue  at  the 
present  time. 

Selection  of  Pacemaker  System 

Table  1,  Figure  1 and  Figure  2 should  again 
be  noted  in  reference  to  the  cause  of  heart  block 
in  pacemaker  systems. 


Table 

1 

Causes  of  Acquired  Heart  Block 

Causes  of  Heart  Block 

Incidence  (Percent) 

Penton22 

Rowe23 

Johansson10 

Acute  myocardial  infarction 

19 

14 

22 

Drug  toxicity 

11 

6 

12 

Coronary  artery  disease 

23 

35 

7 

Hypertensive  heart  disease 

24 

24 

13 

Miscellaneous 

16 

4 

9 

Unknown 

7 

3 

33 

If  the  cause  of  heart  block  is  likely  to  be  of 
temporary  duration,  as  in  drug  intoxication, 
acute  myocardial  infarction,  preparation  for  gen- 
eral anesthetic  for  whatever  reason,  or  in  a vari- 
ety of  systemic  diseases,  then  a temporary  trans- 


venous electrode  with  external  pulse  generator 
is  the  method  of  choice.  When  the  need  for  a 
pacemaker  is  past,  the  system  can  be  readily 
removed. 

If  during  the  course  of  a cardiac  or  thoracic 
operation,  heart  block  is  noted,  temporary  epi- 
cardial  electrodes  are  brought  through  the  chest 
wall  and  connected  to  an  external  pulse  genera- 
tor. Once  again  the  duration  of  heart  block  under 
such  circumstances  is  likely  to  be  temporary 
and  the  pacemaker  systems  can  be  readily  re- 
moved when  the  danger  of  recurrent  heart  block 
is  passed. 

Only  in  dire  emergencies,  as  in  cardiac  resusci- 
tation, should  direct  percutaneous  intramyocar- 
dial  or  endocardial  electrodes  be  placed  with 
external  pulse  generator.27  The  problem  of  bleed- 
ing is  significant. 

There  remains  the  principal  group  of  patients 
with  well  established  complete  heart  block  which 
is  the  principal  concern  of  this  discussion.  A 
totally  implanted  permanent  system  is  required. 
The  transvenous  endocardial  and  transthoracic 
epicardial  methods  are  available  and  decision 
between  the  two  is  required.1’ 8’ 12’ 16’ 29 

The  incidence  of  infection  or  pulse  generator 
failure  is  about  the  same  with  each  method.  Fur- 
ther comparison  can  be  summarized  as  follows.18 

A.  Transvenous 

1.  Advantages: 

Local  anesthesia 

Suitable  very  poor  risk  patients 
Avoidance  of  thoracotomy 

2.  Disadvantages: 

Total  complications  and  failure  ±25 
percent 

Dislocation  of  electrode  and  loss  of 
pacing  ±10  percent 
Perforation  of  ventricle  ±5  percent 
“Threshold”  problems  ±5  percent 

B.  Transthoracic 

1.  Advantages: 

Most  reliable 

Avoids  problems  peculiar  to  transvenous 
method 

Best  method  for  synchronous 
pacemakers 

2.  Disadvantages: 

Inherent  mortality-morbidity  of 
thoracotomy 
Longer  recovery  period 
Higher  mortality  ± 10  percent 

In  summary,  it  seems  reasonable  to  employ 
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the  simpler  and  safer  transvenous  method  first. 

If  failure  occurs,  the  transthoracic  method  can 

be  utilized.  Such  seems  the  general 

belief  at 

this  time.18, 24 

Case  Series  of  Permanent  Pacemakers 

A.  Age 

40  patients 

Age  range  — 57  to  88 

B.  Indications  for  pacemaker: 

Syncope  and  Adams-Stokes 

26 

Heart  failure 

10 

Low  output  state 

4 

C.  Technic: 

Transvenous 

24 

Transthoracic 

16 

D.  Deaths: 

a.  Transvenous 

3 

Ventricular  fibrillation  — 1 

Late  death,  cause  unknown  — 

2 

b.  Transthoracic 

0 

E.  Morbidity 

1.  Transvenous 

Dislocation  or  faulty  position  of 

electrode 

2 

Threshold  problems 

3 

Hematoma 

1 

Perforation  of  ventricle 

0 

Extrusion  of  pulse  generator 

2 

Secondary  operations 

4 

2.  Transthoracic 

Hemothorax 

1 

Arrhythmia 

1 

Post  cardiotomy  syndrome 

1 

Persistent  failure 

2 

Secondary  operations 

1 

Renal  shutdown 

1 

Failure  of  atricor  electrode 

1 

F.  Component  failure 

Pulse  generators 

1 

Electrode 

1 

Comment 

This  small  series  illustrates  the  application  of 
permanent  pacemaker  systems  to  the  problem 
of  complete  heart  block.  We  have  excluded  the 
use  of  temporary  pacemaker  systems  in  more 
than  35  patients  since  it  is  our  intent  to  describe 
primarily  the  application  and  experience  with 
permanent  pacemaker  treatment  in  chronic  com- 
plete heart  block. 

Although  the  transthoracic  method  is  associat- 
ed with  a higher  mortality  than  the  transvenous 
method,  such  has  not  been  our  experience.  The 


discrepancy  is  probably  not  statistically  valid. 

The  six  problems  (±25  percent)  with  trans- 
venous pacemaker  systems  were  all  remedied 
with  minor  operative  adjustments  save  two.  In 
one  patient  with  a very  large  heart  and  conges- 
tive heart  failure  associated  with  complete  heart 
block,  failure  of  consistent  pacing,  despite  good 
position  of  the  catheter,  occurred  and  persists. 
In  another  patient  the  pacemaker  system  was 
removed  because  of  extrusion  of  the  pulse  gen- 
erator. The  patient  did  not  wish  it  replaced. 
Thus,  persistent  failure  of  the  transvenous  meth- 
od occurred  in  2 of  24  patients.  Two  late  deaths 
occurred:  one  from  myocardial  infarction,  the 
other  from  Adams-Stokes  episode. 

All  of  the  16  patients  with  transthoracic  pace- 
maker systems  are  surviving,  and  pacemaking  is 
satisfactory  save  in  one  patient.  This  patient  had 
an  Atricor  pacemaker  placed  and  loss  of  sensing 
of  the  atrial  impulse  was  noted.  There  have  been 
no  late  deaths. 

Discussion 

The  clinical  course  and  prognosis  of  complete 
heart  block  are  unpredictable.  The  best  evidence 
indicates  the  inability  of  the  clinician  to  predict 
which  patient  with  complete  heart  block  will 
become  percipitously  and  seriously  symptomatic. 
The  grave  prognosis  of  the  patients  with  com- 
plete heart  block,  in  whom  pacemaker  therapy 
has  been  omitted,  has  been  emphasized  by  sev- 
eral comprehensive  and  authoritative  studies. 

There  is  general  agreement  that  symptomatic 
patients  with  complete  heart  block  should  have 
pacemaker  systems  implanted.  With  this  convic- 
tion we  are  in  complete  agreement. 

Although  there  is  debate  as  to  the  need  for 
pacemaker  therapy  in  “asymptomatic"  patients 
with  complete  heart  block,  the  unpredictable 
course  of  complete  heart  block,  and  the  avail- 
ability of  reasonably  reliable  pacemaker  systems 
has  encouraged  the  wider  application  of  pace- 
maker therapy  to  this  group  of  patients.  Further- 
more, the  benefits  of  pacemaker  therapy  in  pa- 
tients with  low  output  states  should  be  empha- 
sized. These  patients,  who  do  not  have  syncope 
or  heart  failure,  often  comment  on  the  consider- 
able improvement  after  pacemaking  has  been 
established  with  regard  to  loss  of  energy,  fatiga- 
bility, weakness,  and  restriction  of  exercise  toler- 
ance. 

We  believe  a wider  and  more  liberal  use  of 
pacemaker  therapy  in  “asymptomatic”  patients 
is  warranted  and  worthwhile. 
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Both  the  transvenous  endocardial  and  trans- 
thoracic epicardial  pacemaker  systems  can  be 
applied  with  a low  risk  and  few  serious  compli- 
cations. The  low  risk  of  the  transvenous  method 
permits  its  use  in  very  poor  risk  patients  who 
are  not  candidates  for  thoracotomy.  In  general, 
we  subscribe  to  the  view  the  transvenous  method 
is  the  preferable  choice  at  the  outset.  Failure 
of  the  transvenous  method,  which  is  not  cor- 
rected promptly  and  satisfactorily,  should  indi- 
cate the  need  for  prompt  conversion  to  a trans- 
thoracic pacemaker  system.  Nothing  is  gained 
by  procrastination;  indeed,  unfortunate  results 
may  ensue.  There  is  still  good  reason  to  encour- 
age the  selective  primary  use  of  the  transthoracic 
method  in  good  risk  patients.  The  risk  of  thora- 
cotomy should  be  very  low,  and  the  increased 
problems  with  transvenous  pacemaker  systems 
avoided. 

Placement  of  the  transvenous  electrode  is 
critical  to  that  technic.  The  mechanically  secure 
position  of  the  electrode  tip  in  the  apex  of  the 
right  ventricle,  and  the  smooth,  even  curve  of 
the  electrode,  both  visualized  by  fluoroscopic 
control  with  the  image  intensifies  and  a thresh- 
old of  less  than  1.5  ma.  are  essential.  Failure  to 
do  so  will  greatly  increase  the  likelihood  of  elec- 
trode displacement  from  the  ventricle  or  thresh- 
old problems  with  unsatisfactory  pacing  or  loss 
of  pacing.  If  the  position  and  function  of  the 
transvenous  electrode  is  not  satisfactory  or  ques- 
tionable, abandonment  of  the  transvenous  system 
and  conversion  to  the  transthoracic  epicardial 
system  should  be  strongly  considered.  Problems 
can  thus  be  anticipated  and  avoided. 

Conclusion 

1.  The  problem  of  complete  heart  block  has 
been  reviewed.  Its  prevalence,  unpredictable 
course  and  poor  prognosis  have  been  noted. 

2.  The  considerably  improved  prognosis  of 
patients  with  pacemaker  therapy  has  been  pre- 
sented. 

3.  Pacemaker  systems  have  been  described 
and  their  clinical  application  defined  and  illus- 
trated. The  reliability  and  hazards  of  pacemaker 
therapy  have  been  stated. 

4.  A small  group  of  40  patients  with  chronic 
heart  block  have  been  presented.  The  indications 
of  pacemaker  therapy  and  the  application  of 
pacemaker  systems  has  been  further  noted  and 
illustrated. 

5.  Most  symptomatic  patients  with  complete 


heart  block,  and  many  patients  with  “asympto- 
matic” complete  heart  block  will  benefit  from 
pacemaker  therapy.  The  wider  application  of 
pacemaker  therapy  is  appropriate,  wise,  and 
worthwhile. 
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Fast  pain  Relief 

°<  HEADACHE.  MUSCULAR  ACHE® 
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BAYER 


Doctor,  heres  the  newest  reason 
for  recommending  Bayer: 
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A special  Adult  Aspirin  Bottle 
with  a Child-Guard  Cap 
for  families  with  small  children. 


No  matter  how  closely  a child  is 
watched,  he  has  a way  of  getting  into  things. 

Thats  why  Bayer,  the  world  leader 
in  aspirin  products,  has  put  a special  Child- 
Guard  Cap  on  a new  75-tablet  package  of 
Adult  Bayer® Aspirin. 

Easy  enough  for  parents  to  remove, 
the  cap  has  a two-step  action  that  makes  it 
very  difficult  for  children.  This  gives  an 
added  measure  of  protection  when  the  cap 
is  tightly  replaced  and  the  aspirin  is  stored 
safely  out  of  childrens  reach. 


Yes,  now  families  with  small  children 
can  have  the  added  protection  of  the  Child- 
Guard  Cap  on  the  special  75-tablet  bottle 
of  5-gr.  Adult  Bayer  Aspirin  as  well  as  on 
1 l/4-gr.  Bayer  Children’s  Aspirin. 

So  whenever  you  advise  your  patients 
on  their  children’s  safety.. .safety  that  re- 
quires the  careful  handling  of  all  drugs, 
cleaning  agents,  pesticides,  and  other  house- 
hold products...  please  mention  Bayers  new 
Child-Guard  Cap. 

Added  safety. . . that’s  added  confidence. 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG,  INC. 
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INAUGURAL  ADDRESS 

PRESENTED  APRIL  22,  1969 

Doctor  Dudley,  members  of  the  Association, 
honored  guests : In  preparing  this  address,  I read 
what  my  predecessors  had  said  down  through 
the  years  hoping  I could  steal  a little  here  and 
there  to  make  my  task  easier.  As  you  would 
expect  from  the  difference  in  personalities  of  the 
men  who  have  held  this  position,  their  addresses 
were  uniquely  theirs.  There  was  only  one  con- 
stant and  recurring  theme  and  that  was  the 
honor  you  have  bestowed  on  the  person  you 
ask  to  lead  this  Association.  It  is  an  honor  to  be 
President  of  this  Association,  and  I thank  you 
for  giving  it  to  me.  With  honor,  of  course,  goes 
responsibility;  however,  I intend  to  share  this 
responsibility  with  many  of  you  the  next  year. 

This  past  year,  under  Dr.  Dudley’s  excellent 
leadership,  the  Association  has  continued  its 
growth.  The  building  is  well  on  its  way  toward 
an  early  completion,  changes  have  been  initiated 
in  the  Legislative  Committee  that  will  be  con- 
tinued. One  important  accomplishment  this  year 
has  been  the  avoidance  of  fights  among  ourselves 
and  the  poor  press  of  some  of  the  previous  years. 
It  is  when  you  are  unsuccessful  that  these  things 
occur.  I hope  I can  avoid  them  half  as  well  as 
Art  has. 

If  we  could  all  become  the  ideal  physician, 
it  would  solve  all  our  problems,  but  what  would 
be  ideal?  This  probably  depends  on  who  you 
talk  to.  The  ideal  physician  from  the  patient’s 
point  of  view,  or  the  nurse,  or  the  hospital  ad- 
ministrator, the  record  room  librarian  or  even 
the  joint  commission  would  probably  be  different 
from  our  own.  But  since  this  is  the  Medical 
Association,  it  would  be  what  physicians  would 
consider  ideal.  I think  there  would  be  four  main 
points:  1.  We  would  like  to  be  loved  and  re- 
spected by  all,  including  the  patient,  nurse,  hos- 
pital administrator,  record  room  librarian  and 


yes,  even  the  joint  commission.  2.  We  would 
like  to  to  be  smart  and  up  on  all  the  latest 
advances,  to  be  able  to  read  everything  and 
forget  nothing.  3.  We  would  like  to  be  effective 
and  respected  by  the  different  legislative  bodies, 
to  have  them  defer  to  us  in  medical  matters  and 
accept  our  advice.  4.  We  would  like  to  be  good 
citizens  and  well  respected  by  the  community. 
How  can  we  go  about  obtaining  this  ideal?  The 
old-time  family  doctor  was,  if  we  can  believe 
the  stories,  respected  and  loved  by  all.  Since  he 
had  few  effective  drugs,  he  used  communication 
as  his  main  therapy.  It  is  still  an  effective  drug 
and  we  should  use  it  more  often  and,  hopefully, 
still  have  the  time  to  fulfill  ideal  number  two. 

Since  even  the  most  ignorant  physician  now 
realizes  he  can’t  know  everything  about  medicine, 
even  in  his  specialty,  probably  this  ideal  cannot 
be  obtained.  The  methods  used  in  the  past  of 
reading  a little,  going  to  an  occasional  meeting, 
talking  to  our  confreres  in  the  hospital  corridors, 
will  no  longer  allow  us  to  keep  up  with  the 
knowledge  explosion.  Help  is  coming,  however, 
with  programmed  instructions,  closed-circuit  TV, 
dial-a-tape,  exchanges  you  can  call  at  any  time 
to  get  answers  to  specific  medical  questions.  We 
should  support  these  new  ideas  wherever  we  can. 
The  idea  of  returning  to  the  medical  school  for 
a concentrated  course  under  academic  conditions 
is  again  being  suggested  and  hopefully  our 
school  will  be  able  to  do  this  in  the  near  future. 
If  we  were  able  to  achieve  ideals  one,  two  and 
four,  then  three  would  come  automatically  with- 
out any  effort  on  our  part,  and  this  is  probably 
the  best  way  to  achieve  that  objective.  If  we 
were  all  liked  and  respected,  knowledgeable  yet 
humble  in  our  fields,  active  in  our  communities 
and  good  citizens,  then  the  legislators  would 
indeed  listen  to  us  in  medical  matters. 
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In  case  it  takes  a little  while  to  achieve  the 
other  objectives,  this  Association  will  continue 
to  keep  active  in  the  legislative  field. 

Ideal  four  requires  that  we  take  a little  time 
and  get  involved.  You  really  should  try  it.  It  is 
a welcome  relief  from  some  of  the  dull  articles 
that  are  cluttering  up  our  journals. 

Now  that  you  know  how  to  become  the  ideal 
physician,  what  will  be  the  new  challenges  and 
problems  you  will  face?  As  the  people  come  to 
expect  more  and  better  medical  care  as  a right, 
as  we  have  to  spend  more  time  doing  complicated 
procedures  on  fewer  patients,  it  will  be  necessary 
to  have  help  in  the  more  routine  procedures  we 
are  all  doing  now.  The  pediatric  nurse  who 
diagnoses  and  treats  is  already  here.  There  is 
presently  a request  to  train  nurses  to  do  pelvic 
examinations  and  paps  in  a clinic  in  Arizona. 
The  nurse-midwife  is  making  a comeback.  Doc- 
tors’ aides  are  being  trained  in  medical  schools 
now.  Respiratory  therapists  and  physical  thera- 
pists are  becoming  more  knowledgeable  in  then- 
fields  and  more  independent.  The  nurses  are  in 
revolt.  Social  workers,  counsellors  and  psycholo- 
gists all  feel  qualified  and  are  indeed  practicing 
a little  medicine  in  what  they  consider  their 
areas.  It  is  essential  that  we  learn  how  to  work 
with  and  direct  these  allied  health  personnel, 
not  only  on  our  own  patients,  but  in  the  educa- 
tion of  these  ancillary  personnel  as  well. 

There  are  presently  active  committees  work- 
ing on  these  problems,  but  no  one  so  far  seems 
to  have  the  answers.  The  entire  membership 
needs  to  get  involved,  either  with  the  society  or 
in  these  ancillary  groups  and  give  direction  and 
suggestions,  not  criticism. 

What  would  I like  to  see  the  Association  em- 
phasize in  the  coming  year?  I feel  the  first 
priority  of  the  Association  should  be  legislative 


matters.  The  Legislative  Committee  is  going  to 
become  more  active  and  do  their  homework  on 
the  numerous  bills  related  to  medicine.  A mem- 
ber of  ArMA’s  staff  has  been  given  the  job  of 
keeping  up  with  all  the  bills  in  any  way  related 
to  medicine.  We  hope  to  have  each  bill  assigned 
to  an  individual  member  of  the  state  or  county 
legislative  committees;  this  member  will  become 
knowledgeable  on  these  bills  and  be  able  to 
testify,  if  necessary,  before  committees  of  the 
legislature. 

The  Governmental  Services  Committee  will 
continue  to  expand  its  role  of  helping  all  of  us 
get  along  a little  better  with  the  Feds.  One  of 
the  suggestions  made  by  HEW  is  that  our  fees 
hold  the  line  for  the  next  15  months.  You  know, 
if  we  could  do  this,  they  would  then  have  to 
look  elsewhere  for  a whipping  boy  for  the  in- 
creased costs  that  will  continue  to  occur,  with 
or  without  an  increase  by  the  physicians. 

The  Professional  Committee,  which  is  respon- 
sible for  most  activities  of  the  society  except 
legislative  and  economic,  has  an  almost  impos- 
sible job.  The  only  way  they  can  accomplish 
their  job  is  to  have  active  subcommittees.  This 
means  that  the  members  of  these  subcommittees 
must  be  willing  to  give  up  some  of  their  time 
to  work  on  problems  of  the  Association.  I hope 
every  member  who  agrees  to  serve  on  this  or  any 
other  committee  of  the  society  also  agrees  that 
he  will  work  when  called  upon.  The  next  year 
there  will  probably  be  no  glorious  victories  for 
Medicine  and,  hopefully,  no  stunning  defeats. 
If  all  physicians  in  Arizona  would  have  as  their 
first  concern  the  practice  of  good,  conscientious 
medicine,  we  would  gain  an  inch  or  two. 

Richard  O.  Flynn,  M.D. 

President 
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About  a year  and  a half  ago  we  reviewed  on 
this  page,  the  Regional  Medical  Program  for 
Cancer,  Heart  Disease  and  Stroke.  In  the  course 
of  that  presentation,  the  purpose  of  the  legisla- 
tion and  the  manner  of  its  presumed  implemen- 
tation in  Arizona  were  described  with  all  of  the 
information  we  had  available  at  that  time.  Many 
wonderful  comments  have  been  received  from 
members  of  the  Arizona  Medical  Association 
regarding  the  series  inasmuch  as  it  apparently 
brought  them  information  they  had  not  had 
from  other  sources. 

Recently,  another  major  piece  of  federal  leg- 
islation arrived  on  the  scene  and,  because  it  has 
a big  impact  on  our  profession  and  on  our  med- 
ical school,  it  has  prompted  many  questions. 
The  law  itself  is  public  law  89-749,  and  is  known 
by  some  as  the  Comprehensive  Health  Planning 
Law,  and  by  others  as  the  Partnerships  for 
Health  law.  This  law  was  passed  during  the 
middle  years  of  the  presidency  of  Mr.  Johnson 
but  it  was  not  funded  at  that  time.  It  is  now. 

The  law  acknowledges  that  there  are  major 
health  problems  in  the  United  States  but  con- 
cedes that  there  is  a lot  of  variation  in  the 
magnitude  and  breadth  of  these  problems  de- 
pending on  where  one  lives.  This  is  one  way  of 
saying  that  emphysema  and  tuberculosis  may  be 
quantitatively  more  important  in  Arizona  than 
in  Vermont.  Prior  to  this  time.  Congress  recog- 
nized the  existence  and  importance  of  disease 
entities  that  needed  attention  by  appropriations 
directed  either  at  the  study  and  elimination  of 
such  diseases  or  by  establishing  categorical 
Institutes  ( which  were  ultimately  combined  into 
the  National  Institutes  of  Health).  While  no  one 
would  deny  the  value  of  this  latter  step,  it  is 
perfectly  clear  that,  in  the  final  analysis,  this 
approach  doesn’t  accommodate  to  the  marked 
local  variations  throughout  the  country. 

The  Comprehensive  Health  Planning  Act  pro- 
vided the  vehicle  by  which  funds  were  made 
available  to  get  at  local  health  problems.  The 
state  was  selected  as  the  jurisdictional  unit  and 
each  state  was  invited  to  designate  an  agency 
to  handle  Comprehensive  Health  Planning.  In 
some  states.  Health  Departments  or  Welfare 
Departments  were  selected;  in  other  states,  the 
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COMPREHENSIVE  HEALTH  PLANNING 
PART  I 

Governor’s  office  assumed  the  responsibility.  In 
Arizona,  the  state  legislature  created  a Planning 
Authority  for  this  purpose.  The  Authority  is  a 
free-standing  Roard  of  eleven  members,  one  of 
whom  is  always  the  Dean  of  the  College  of 
Medicine. 

The  Comprehensive  Health  Planning  law  also 
provides  that  the  affairs  of  the  designated  state 
agency  must  be  conducted  subject  to  the  advice 
of  an  Advisory  Planning  Council.  A majority  of 
the  members  of  this  Council  must  be  consumers 
of  health  services.  This  was  a new  wrinkle  for 
many  of  us  and  is  an  expression  of  the  high 
level  of  interest  which  the  general  public  has 
in  those  matters  which  impinge  on  health,  in- 
cluding clean  air  and  water,  sanitation,  hospitals, 
nursing  homes,  etc. 

Superficially,  it  would  appear  that  the  program 
just  described  might  be  in  conflict  with  the 
Regional  Medical  Program  for  Cancer,  Heart 
Disease  and  Stroke.  They  certainly  do  overlap, 
but  they  are  not  in  conflict.  Comprehensive 
Health  Planning  accepts  the  state  as  the  unit 
to  be  covered  while  RMP’s  determines  its  own 
region.  Comprehensive  Health  Planning  involves 
all  considerations  that  impinge  on  health  while 
RMP’s  is  only  concerned  with  education  of  health 
personnel  and  is  otherwise  categorically  related 
to  cancer,  heart  disease  and  stroke. 

Because  of  the  high  degree  of  overlap  between 
the  two  programs  the  two  have  been  integrated 
in  Arizona.  Specifically,  the  College  of  Medicine 
is  the  designated  agency  for  Regional  Medical 
Programs.  These  programs  are  conducted  under 
the  guidance  of  a Regional  Advisory  Group 
which  is  made  up  of  interested  professionals  and 
citizens.  Our  state  legislature,  (very  wisely  in 
our  judgment)  named  all  of  the  members  of 
this  Regional  Advisory  Group  to  membership 
on  the  Advisory  Planning  Council  for  Compre- 
hensive Health  Planning  and  thus  assured  com- 
plete interdigitation  of  these  two  programs  at 
the  top.  No  other  state  has  taken  such  a step. 

( To  be  continued. ) 
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I REMEMBER  JOE 

I REMEMBER  MY  OLD  FRIEND,  JOE  GREER, 
WHO  HAD  MANY  SHINING  FACTS  IN  HIS  CHAR- 
ACTER. HE  WAS  A BRILLIANT  SURGEON  WHO 
INSPIRED  CONFIDENCE  AND  FAITH  IN  HIS 
PATIENTS. 

THE  PRACTICE  OF  MEDICINE  WAS  TO  HIM  A 
SACRED  TRUST.  HE  FELT  HIS  RESPONSIBILITY 
WAS  NOT  TO  RICH  OR  POOR,  BLACK  OR  WHITE, 
BUT  TO  ALL  WHO  SUFFERED  AND  NEEDED 
HIS  EXPERT  CARE. 

PAYMENT  FOR  THE  MOST  DIFFICULT  AND 
DEMANDING  CASES  WAS  A SECONDARY  MAT- 
TER. RELIEF  OF  PAIN  AND  DISEASE  CAME  FIRST. 

MANY  TIMES  HE  FLEW  HIS  OWN  PLANE  TO 
GANADO  ON  THE  NAVAJO  RESERVATION,  MAK- 
ING THE  HAZARDOUS  LANDING  ON  OUR 
SMALL  PRIMITIVE  LANDING  STRIP.  HE  ALWAYS 
BROUGHT  MATILDA  YANEZ,  HIS  SURGICAL 
NURSE,  WITH  HIM  WHILE  HER  SISTER  SUSIE 
STAYED  IN  PHOENIX  TO  TAKE  CARE  OF  THE 
OFFICE. 

FOR  SEVERAL  DAYS  HE  WOULD  GIVE  UN- 
STINTINGLY  OF  HIS  BEST  FOR  OUR  INDIAN 
PATIENTS,  AND  OF  COURSE,  WITH  NO  THOUGHT 
OF  PAY  OR  EVEN  EXPENSES  FOR  THE  TRIP. 

ON  ONE  OCCASION,  I WAS  TAKEN  SUDDENLY 
ILL  AND  ONE  OF  YOUR  DOCTORS  CALLED  JOE 
TO  ASK  FOR  HIS  ADVICE.  HE  MADE  SUGGES- 
TIONS FOR  TREATMENT  AND  ASKED  THE  DOC- 
TOR TO  CALL  HIM  IMMEDIATELY  IF  THERE 
WAS  ANY  CHANGE.  AT  THE  SAME  TIME,  HE 
ASKED  LEE  MOORE  TO  KEEP  HIS  AMBULANCE 
PLANE  IN  READINESS  IN  CASE  IT  WAS  DECIDED 
TO  BRING  ME  TO  PHOENIX.  FORTUNATELY,  I 
MADE  A QUICK  RECOVERY  BUT  JOE  HAD  THE 
SITUATION  IN  HAND  IN  CASE  HE  WAS  NEEDED. 

EVEN  AFTER  COMING  TO  PHOENIX,  THERE 
WAS  MUCH  ILLNESS  IN  THE  FAMILY  AND  JOE 
WAS  ALWAYS  THERE  ANY  HOUR  OF  THE  DAY 
OR  NIGHT  WHEN  NEEDED  IN  THE  HOME  OR 
THE  HOSPITAL. 

ONE  OF  JOE’S  CHIEF  CHARACTERISTICS  WAS 
HIS  UNFAILING  GOOD  HUMOR  AND  FRIENDLI- 
NESS. 

AS  BUSY  AS  HE  WAS,  HIS  INTERESTS  WERE 
NOT  CONFINED  TO  MEDICINE  ALONE,  BUT  RAN 
THROUGH  THE  WHOLE  FIBRE  OF  COMMUNITY 
LIFE.  YOU’D  BE  SURE  TO  FIND  HIM  INVOLVED 
IN  BOY  SCOUTS,  BOYS  CLUB,  CRIPPLED  CHIL- 
DREN, CITY  COUNCIL,  VICE  MAYOR,  GOODWILL, 
ROTARY,  STATE  AND  COUNTY  MEDICAL  SOCIE- 
TIES AND  MYRIAD  OTHER  CIVIC  ACTIVITIES 
CLAIMED  HIS  TIME  AND  INTEREST. 

IF  THERE  WAS  ONE  WORD  THAT  WAS  DEEPLY 
ENGRAVED  ON  JOE’S  HEART,  IT  WAS  PATRIOT- 
ISM AND  LOYALTY  TO  HIS  COUNTRY.  WHEN  THE 
CALLS  CAME  TO  SERVE,  THERE  WAS  NO  HESI- 
TATION IN  LOCKING  THE  OFFICE  DOOR  FOR 
THE  DURATION. 

HIS  LAST  ILLNESS  WAS  LONG  AND  PAINFUL; 
BUT  WHEN  I VISITED  HIM  THE  DAY  BEFORE 
THE  END,  I HAD  NEVER  SEEN  HIM  MORE 
CHEERFUL.  PERHAPS  HE  SENSED  THAT  HE  WAS 
COMING  TO  THE  END  OF  THE  TRAIL. 

HE  LEAVES  A MONUMENT  OF  GOOD  WILL 
AND  APPRECIATION  IN  THE  HEARTS  OF  THOSE 
WHO  ARE  BETTER  AND  STRONGER  BECAUSE 
OF  HIS  MEDICAL  SKILL;  AND  WHO  ARE  BETTER 
MEN  AND  WOMEN  BECAUSE  JOSEPH  MADISON 
GREER  HAD  LEFT  HIS  IMPRINT  ON  THEIR  LIVES. 

WELL  DONE,  GOOD  AND  FAITHFUL  SERVANT. 

CLARENCE  SALSBURY,  M.D. 


AS  FIRST  LIEUTENANT,  U.S.  ARMY  — 1914 


(L  TO  R)  DR.  GORDON  SCHACKELFORD,  A.  LEE  MOORE, 
DR.  GREER,  MARIE  S.  ZENT  & COL.  BUMSTEAD 


A NEW  PRIVATE  AIRPORT  ON  THE  RANCH  OF  COL.  DALE  BUMSTEAD,  LOCATED 
IN  THE  LITCHFIELD  PARK  AREA,  WAS  NAMED  IN  HONOR  OF  DOCTOR  GREER 


DR.  & MRS.  GREER  AND 
THEIR  FAVORITE 
TRANSPORTATION  — 1938 


MAKING  A HOUSE 
CALL  AT  FORT 
APACHE 


as 


OFF  TO  SPRINGERVILLE  — DR.  GREER  & MATILDA  YANEZ 


mm 


Dr.  Joseph  Madison  Greer  was  the  prototype 
of  human  gentleness,  goodness,  intellect,  and  an 
endless  source  of  knowledge.  His  entire  adult 
life  was  creative  dedication  to  the  medical  pro- 
fession and  the  betterment  of  our  community  — 
to  our  state  and  to  the  International  College  of 
Surgeons  — and  the  entire  world  community. 
His  physical  missing  will  leave  us  perplexed,  but 
the  puritan  transparent  and  the  reflection  of  his 
great  soul  will  continue  to  guide  us  in  the  future. 
Those  who  were  privileged  to  know  him  will 
follow  his  principles  and  way  of  life.  Dr.  Joseph 
Madison  Greer’s  physical  separation  which  is  so 
painful  to  accept  is  only  a part  of  his  attributes 
of  the  Lord’s  given  gifts  and  creation.  His  great 
soul  will  continue  to  live  forever  like  the  great 
masters  of  the  past  who  continue  to  sustain  and 
nourish  and  make  life  meaningful  and  just.  To 
mention  four  among  hundreds  — Socrates,  Hippo- 
crates, Maimonides  and  St.  Francis  of  Assisi. 

Dr.  Jacob  Reichert 


SERVING  HIS  COUNTRY  AGAIN  AS  A CAPTAIN 
IN  THE  U.  S.  NAVY  — 1945 


A MAN  TO  REMEMBER 

With  the  death  last  week  of  Joseph  Madison 
Greer,  M.D.  at  the  age  of  81,  Arizona  lost  not 
only  a distinguished  surgeon  and  dedicated  civic 
leader,  but  a humanitarian  who  was  always 
sensitive  to  the  needs  of  his  fellow  citizens. 

Joe  Greer  knew  what  it  was  to  be  poor.  His 
struggle  to  win  the  M.D.  degree  that  had  been 
his  goal  since  early  childhood,  would  have  dis- 
couraged lesser  men.  But  he  persevered,  to  be- 
come one  of  the  Southwest’s  leading  surgeons. 
Success  never  erased  the  memories  of  his  early 
years  of  poverty.  His  medical  and  surgical  serv- 
ices to  the  underprivileged  of  Arizona  — partic- 
ularly its  crippled  children  — are  too  familiar 
to  bear  repetition  here. 

But,  busy  as  his  professional  life  kept  him,  Dr. 
Greer  found  time  to  serve  his  community,  too. 
Two  terms  on  the  Phoenix  City  Council,  where 
he  also  served  as  vice  mayor;  establishment,  with 
other  doctors,  of  Mesa  Southside  Hospital;  a long 
and  honor-laden  career  in  behalf  of  the  Boy 
Scout  movement;  service  with  the  YMCA,  cham- 
ber of  commerce,  and  community  chest.  And  de- 
spite these  many  activities,  never  once  in  37 
years  did  he  miss  a meeting  of  his  Rotary  Club. 

Dr.  Greer  saw  service  in  the  army  during 
World  War  I,  and  in  the  navy  during  World 
War  II.  During  the  latter  conflict,  he  took  part 
in  the  Battle  of  the  Coral  Sea  and  other  South 
Pacific  actions.  He  may  have  been  the  only 
American  who  ever  held  both  the  ranks  of  col- 
onel in  the  army  and  commander  in  the  navy. 

Failing  health  forced  Dr.  Greer’s  retirement 
from  the  active  practice  of  medicine  about  10 
years  ago,  but  his  interest  in  civic  and  medical 
affairs  never  waned. 

Joseph  Madison  Greer  was  a man  among  men, 
a rara  avis  whose  kind  walks  the  earth  far  too 
infrequently.  He  will  be  missed  by  many  and 
long  remembered.  Ave  atque  vaie,  Joe. 

—Reprinted  from  Arizona  Republic 
March  24,  1989 
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THE  WIND  OF 
PORNOGRAPHY 


William  B.  McGrath,  M.D. 


The  prevailing  wind  of  pornography,  how  and 
where  will  it  die  out? 

Well,  first  it  will  have  served  a useful  purpose. 
It  will  blow  away  some  of  the  mists  of  repression. 

It  is  simply  intelligent  to  realize  that  we  still 
harbor  some  bestial  traits  and  impulses.  They  are 
part  of  our  embryogeny,  our  inheritance.  We 
naturally  tend  to  outgrow  and  forget  them,  just 
as  we  forget  that  we  had  to  have  toilet  training 
and  we  had  to  learn  table  manners. 

Primitive  and  repugnant  images  used  to  be 
excluded  from  consciousness.  Their  associated 
urges  were  kept  internalized,  experienced  only  as 
free  floating  anxiety.  Or  the  forbidden  material 
found  neurotic  expression  in  fragments  and  sym- 
bols and  mythical  disguises.  The  unacceptable 
desire  to  look  or  touch  was  converted  into  an 
hysterical  paralysis  of  movement  or  feeling.  The 
denial  of  temptation  became  a fetish  or  a com- 
pulsion or  a phobia.  It  is  heart  breaking  to  watch 
the  schizophrenic’s  lonely  and  losing  struggle  to 
keep  from  recognizing  his  infantile  erotic  and 


aggressive  drives. 

His  struggle,  his  conflict  seems  so  unnecessary! 
Would  it  not  be  healthier  to  be  able  to  contem- 
plate the  most  lurid  sensual  and  sadistic  images 
without  fear?  Certainly  the  conscious,  rational 
mind  is  better  equipped  than  the  unconscious 
to  take  full  responsibility  for  the  imagination  and 
to  keep  its  strange  workings  in  perspective.  Only 
the  conscious  mind  has  control  of  behavior.  And 
only  the  conscious  mind  provides  a door  for  the 
dissipation  and  dispersion  of  abhorrent  mental 
apparitions. 

Now  in  pornography  nothing  is  unimaginable, 
nothing  is  unthinkable,  nothing  is  unspeakable. 
When  rape  and  incest  and  homosexuality  are 
starkly  displayed  to  conscious  view,  repression 
is  almost  impossible.  Exposed  in  their  naked  ugli- 
ness are  all  the  potential  perversions  of  the 
human  animal.  Mechanisms  of  defense  or  denial 
simply  cannot  be  engaged.  There  is  no  occasion 
— no  opportunity  and  no  need  — for  the  employ- 
ment of  neurotic  symbols. 

The  surgeon  cannot  turn  his  face  away  from 
an  abscess  or  a cancer.  But  he  does  not  develop 
a taste  or  liking  for  pus  and  necrosis.  Similarly 
the  most  eminent  psychiatrists  of  my  acquain- 
tance have  been  singularly  decent  and  devout, 
despite  ( or  perhaps  because  of  ? ) their  constant 
exposure  to  all  the  sordidness  in  the  world. 

Pornography  is  often  more  offensive  to  one’s 
fastidiousness  than  to  morality.  Decency  is  al- 
most measured  by  distance.  There  are  old  in- 
stinctive and  sanitary  reasons  for  this.  A man 
may  clean  his  teeth  with  a toothpick  — but  not 
four  inches  in  front  of  my  face!  When  the  camera 
zooms  in  for  a magnifying  close-up  of  the  singer’s 
tongue  and  nostrils  or  her  shaven  arm-pits,  all 
her  loveliness  is  spoiled.  An  hysterical  woman 
who  exhibits  herself  invitingly  to  every  man  is 
not  of  much  worth  or  use  to  any  man. 

A worried  mother  shows  me  a notebook  in 
which  her  child  has  written  over  and  over  the 
vulgar  word  for  intercourse.  By  the  hundredth 
time  I suppose  the  shock  had  worn  off  for  the 
child;  the  word  had  been  calloused  or  desensi- 
tized. Now  there  is  nothing  inherently  wrong 
with  the  word  itself  and  there  is  nothing  wrong 
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or  dangerous  in  thinking  about  it.  So  why  should 
the  mother  slap  the  child’s  hand?  Because  the 
child  gave  the  word  external  expression!  The 
very  very  important  distinction  between  private 
thinking  and  public  acting  ( which  includes  writ- 
ing and  speech)  should  be  carefully  explained 
to  the  child,  because  this  is  the  sharp  dividing 
line  of  morality. 

A college  professor,  indulging  a juvenile  pre- 
occupation of  his  own,  encourages  his  students 
in  the  free  use  of  short  Anglo-Saxon  terms  for 
defecation  and  urination  and  sex.  He  rationalizes, 
arguing  about  the  value  of  realism.  And  he 
boasts,  “I  do  not  talk  down  to  my  stuudents.” 
His  notion  of  reality  or  realism  is  perverted.  One 
should  be  able  to  assume  that  his  students  are 
aspiring  to  move  toward  maturity.  In  the  adult, 
mature  world,  in  the  reality  of  business  and  soci- 
ety and  in  a decent  home,  the  obscene  and  vulgar 
expressions  are  simply  not  tolerated.  He  does 
not  talk  down  to  his  students?  Why  not?  He  is 
not  a professor  if  he  is  intellectually  and  emo- 
tionally no  taller  than  his  charges.  He  is  not 
commissioned  to  look  and  speak  and  behave  like 
a sophomore.  He  is  supposed  to  demand  and 
himself  to  exemplify  the  higher  levels  of  refine- 
ment and  culture  which  his  students  have  yet 
to  attain. 

Pornography  will  spend  itself  and  die  of  bore- 
dom. It  is  exciting  at  first  to  discover  that  boys 
are  anatomically  separable  from  girls.  But  the 
reproductive  organs  of  all  members  of  one  or 
the  other  sex,  like  their  ears,  are  much  more 
alike  than  different.  Carnal  transactions  lend 
themselves  to  a quite  limited  variety  of  methods 
and  poses.  And  all  but  a few  are  scornfully  gro- 
tesque. There  are  just  so  many  similes  and  de- 
scriptive terms  for  the  female  bosom.  The  third 
or  fourth  dirty  book  or  the  third  or  fourth  “adult” 
play  or  movie  will  get  a little  tedious. 

So  the  acrid  fumes  of  pornography  will  parch 
and  wither  the  flowers  of  beauty  in  language 
and  art  for  a little  while.  But  the  weeds  of 
obscenity  are  soon  uninteresting.  Anyone  with 
intelligence  beyond  that  of  a moron  will  be 
disposed  to  pull  these  weeds.  He  will  prefer  to 
cultivate  a garden  of  his  own  estate. 


Topics  Of  'b 
Current 

Medical  Interest  J 

AMA-ERF 
VACATION  FOR  TWO  IN  JUNE 
WAS  WON  BY 

Mr.  and  Mrs.  David  A.  Bollard  of  Tucson.  Mrs. 
Elvie  Jolley  (Mila)  of  Bisbee  sold  the  winning 
ticket  to  Mr.  Bollard  the  day  he  called  on  Dr. 
Jolley  for  professional  purposes. 

The  Bollards  were  surprised  to  discover  that 

they  were  the  lucky 
winners,  thinking  that 
“This  kind  of  fortune 
can  only  happen  to 
someone  else.”  They 
both  love  the  moun- 
tains and  enjoy  fish- 
ing, so  are  looking 
forward  to  the  fab- 
ulous holiday  at  the 
7-D  Ranch  in  Sun- 
light Valley,  Wyo. 

Mr.  Bollard  is  a 
Geigy  Pharmaceutical  representative.  He  is  a 
graduate  of  the  University  of  Arizona  College 
of  Pharmacy,  1960,  and  worked  as  a pharmacist 
until  joining  Geigy  in  1963.  He  and  his  wife 
Nancy  have  two  children  — Mark  who  is  six 
years  old,  and  Karen  who  is  four. 

The  AMA-ERF  committee  members  of  Arizona 
thank  each  and  every  one  of  you  who  supported 
the  Contest  to  win  a Vacation  for  Two  in  June. 
It  was  because  of  your  generous  support  and 
faithful  cooperation  that  an  additional  sum  of 
$3,250.00  will  be  contributed  to  our  University7 
of  Arizona  Medical  School.  The  members  of  the 
Medical  Auxiliaries  with  the  help  of  their  hus- 
bands have  raised  this  y^ear  a total  of  $9,635.98 
for  AMA-ERF.  We  thank  you. 

AMA-ERF  Committees  of  Arizona 


PROFESSOR  GETS  POST 
AT  HOSPITAL 

A full-time  head  of  Maricopa  County  Hospit- 
al’s Department  of  Surgery  has  been  appointed. 
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Dr.  Harry  W.  Hale,  Jr.,  professor  of  surgery  at 
the  State  University  of  New  York  at  Buffalo, 
will  become  the  new  Chairman  of  the  Depart- 
ment. 

Dr.  Hale  had  previously  been  assistant  and 
associate  professor  and  held  appointments  at 
the  University’s  primary  teaching  hospital  and 
other  Buffalo  hospitals. 

Dr.  Hale,  Board-certified  in  surgery  in  1950, 
succeeds  Dr.  MacDonald  Wood  who  has  long 
headed  the  County  Hospital’s  Surgery  Depart- 
ment on  a part-time  basis. 

Dr.  Hale  is  a member  of  the  Board  of  Gover- 
nors of  the  American  College  of  Surgeons  and 
has  had  more  than  25  articles  published  in  pub- 
lications such  as  the  Journal  of  Trauma  and 
American  Journal  of  Surgery. 


BOARD  OF  MEDICAL  EXAMINERS  - 

The  following  doctors  of  medicine  were  issued 

licenses  to  practice  medicine  in  the  State  of 

Arizona,  on  April  12,  1969: 

5183  ABATIE,  Joseph  D.  (R),  4550  North  51st 
Avenue,  Phoenix,  Arizona 

5184  ACKERMANN,  David  (ORS),  21320  Haw- 
thorne Blvd.,  Torrance,  California 

5185  BARR,  Richard  C.  (OBG),  Bliss  Army 
Hospital.  Fort  Huachuca,  Arizona 

5186  BERK,  Floyd  K.  (OTO),  5th  & Alvernon 
Sts.,  Tucson,  Arizona 

5254  BLAIR,  JR.,  J.  Robert  (D),  5342  W.  62nd 
St.,  Los  Angeles,  California 

5187  BLUVAS,  Robert  F.  (IM),  U.  S.  Army 
Hosp.,  Proving  Ground,  Yuma,  Arizona 

5188  BOYER,  John  T.  (IM),  Coll,  of  Medicine, 
University  of  Arizona,  Tucson,  Arizona 

5255  BRAZY,  Robert  R.  (ANES),  2147  W.  Sky- 
line Rd.,  Milwaukee,  Wisconsin 

5189  BUCKELS,  Larry  J.  (IM),  600  N.  Broad- 
way, Baltimore,  Maryland 

5190  CARLSON,  Stanley  (GP),  Box  340,  Chip- 
pewa Falls,  Wisconsin 

5191  CHERNOV,  Merrill  S.  (GS),  Maricopa  Co. 
Gen.  Hospital,  Phoenix,  Arizona 

5192  CHRISTENSEN,  Fred  K.  (NS),  Univ.  of 
Kentucky  Med.  Ctr.,  Lexington,  Ky. 

5193  COHEN,  Robert  (IM),  Duke  University, 
Durham,  North  Carolina 

5194  CONNER,  JR.,  Ray  B (ANES),  Veterans 
Adm.  Hospital,  Los  Angeles,  California 

5195  COOPER,  Jack  (GP),  1819  N.  Circle  Dr., 
Colorado  Springs,  Colorado 


5256  CROSS,  Leland  L.  (PM),  2010  N.W.  Kear- 
ney, Portland,  Oregon 

5257  CUTLER,  Abraham  (OTO),  750  Ocean 
Ave.,  Brooklyn,  New  York 

5196  DAEHLER,  Robert  T.  (P-CHP),  2317  E. 
Mulberry  Rd.,  Phoenix,  Arizona 

5197  DeARMOND,  Murray  M.  (P),  Student 
Health  Svc.,  Univ.  of  Ariz.,  Tucson,  Ariz. 

5258  DICE,  Wilbur  D.  (GP),  2224  Avenue  A, 
Yuma,  Arizona 

5198  DODENHOFF,  Theodore  G.  (PS),  555  W. 
Catalina  Dr.,  Phoenix,  Arizona 

5199  DuBOIS,  Ronald  R.  (PD),  3525th  USAF 
Hosp.,  Williams  AFB,  Arizona 

5200  FISCHER,  Donald  A.  (GS),  5800  Stony 
Island,  Chicago,  Illinois 

5202  FORD,  JR.,  Lattimer  H.  (OTO),  Wm. 
Beaumont  Gen.  Hosp.,  El  Paso,  Texas 

5203  FRELL,  Albert  C.  (OPH)  Gailey  Eye  Clin- 
ic, Main  St.,  Bloomington,  Illinois 

5204  GAEBE,  Robert  C.  (P),  700  - 1st  Ave., 
So.,  Fargo,  North  Dakota 

5205  GARRAMONE,  Stephen  M.  (GP),  USPHS 
Indian  Hosp.,  Sacaton,  Arizona 

5206  GOLDMAN,  Stuart  P.  (IM),  1550  E.  In- 
dian School  Road,  Phoenix,  Arizona 

5207  GOODING,  Ronald  S.  (NS),  Walter  Reed 
Gen.  Hosp.,  Washington,  D.C. 

5259  GOULD,  Arch  (GP-GS),  2420  N.  1st, 
Grand  Junction,  Colorado 

5208  GREENE,  Armin  B.  (ANES),  17130  Ven- 
tura Blvd.,  Encino,  California 

5209  GRUVER,  JR.,  Frank  A.  (P),  2122  N. 
Cray  croft  Rd.,  Tucson,  Arizona 

5260  HALEY,  JR.,  Robert  J.  (GP),  155  W.  Hopi 
Dr.,  Holbrook,  Arizona 

5261  HALL,  Robert  H.  (OBG),  34  S.  5th  East, 
Salt  Lake  City,  Utah 

5210  HALLEY,  David  K.  (ORS),  Riverside 
Methodist  Hospital,  Columbus,  Ohio 

5262  HARWARD,  Thomas  G.  (GP),  Ramar  Rd., 
Needles  Hwy.,  Bullhead  City,  Arizona 

5211  HAUCK,  Jack  E.  (GP),  302  - 3rd  St.,  Hunt- 
ington Beach,  California 

5212  HODAK,  John  A.  (R),  550  W.  Thomas 
Road,  Phoenix,  Arizona 

5263  HODIL,  Elmer  (PUD),  10242  - 108th  Dr., 
Sun  City,  Arizona 

5213  HOFFMAN,  Lawrence  D.  (OPH),  25721 
Coolidge  Hwy.,  Oak  Park,  Michigan 

5214  HOFSTRA,  John  R.  (ANES),  303  Matth- 
ews Bldg.,  Owosso,  Michigan 
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5264  HOGANSON,  Donald  E.  (GP),  Bemidji 
Clinic,  Bemidji,  Minnesota 

5215  HUNN,  Robert  D.  (PD),  Maricopa  Co. 
Gen.  Hospital,  Phoenix,  Arizona 

5265  JACOBS,  Perry  (GP),  Arizona  Children’s 
Colony,  Coolidge,  Arizona 

5266  JOOSTEN,  George  C.  (P),  55  E.  Washing- 
ton, Chicago,  Illinois 

5216  KEARNEY,  Robert  T.  (GP),  1401  W.  47th 
St.,  La  Grange,  Illinois 

5267  KELLY,  Francis  (ANES),  23  Burnside 
Place,  Wayne,  New  Jersey 

5218  KOEPKE,  Glenn  H.  (GS),  Veterans  Adm. 
Hospital,  Tucson,  Arizona 

5219  LONDON,  John  J.  (IM),  1550  E.  Indian 
School  Road,  Phoenix,  Arizona 

5220  KONES,  Richard  J.  (IM-CD),  301  E.  75 
Street,  New  York,  New  York 

5268  KRIMMER,  Burton  M.  (OPH),  5736  W. 
North  Avenue,  Chicago,  Illinois 

5269  LADENHEIM,  Jacob  S.  (OPH),  503  South 
Oak  Park  Ave.,  Oak  Park,  Illinois 

5221  LAWRENCE,  Donald  H.  (GP-PH),  Civic 
Center  Health  Dept.,  Fargo,  North  Dakota 

5222  LAWSON,  James  G.  (GS),  Maricopa  Co. 
Gen.  Hospital,  Phoenix,  Arizona 

5223  LEE,  William  R.  (ANES),  153  Riverview 
“C”,  Great  Falls,  Montana 

5224  LEWIS,  David  B.  (R),  Memorial  Hosp., 
Radiology  Dept.,  Springfield,  Illinois 

5225  LEWIS,  JR.,  George  E.  (ANES),  244  E. 
Harris,  San  Angelo,  Texas 

5270  LILLY,  JR.,  Terry  E.  (GS),  1815  E.  63rd 
Street,  Kansas  City,  Missouri 

5271  LOEHR,  Doyle  M.  (GP),  Arizona  State 
Industrial  School,  Fort  Grant,  Arizona 

5272  MacDONALD,  John  R.  (GP),  610  Deone 
Lane,  Tucson,  Arizona 

5226  MALLIN,  Bruce  A.  (ORS),  918  W.  Frier 
Drive,  Phoenix,  Arizona 

5228  MANN,  Larry  I.  (ORS),  Univ.  of  Okla- 
homa Med.  Ctr.,  Oklahoma  City,  Okla. 

5273  MORRISSEY,  Michael  M.  (GP),  772  E. 
Dakota,  Pierre,  South  Dakota 

5274  MUELLER,  Donald  R.  (R),  Itasca  Mem- 
orial PIosp.,  Grand  Rapids,  Minnesota 

5275  NAGY,  Charles  J.  (GP),  4475  Lawn  Ave- 
nue, Western  Springs,  Illinois 

5229  NELSON,  Robert  J.  (ANES),  510  Marmac, 
Galesburg,  Illinois 

5230  NEUWIRTH,  Robert  S.  (OBG),  1650 
Grand  Concourse,  Bronx,  New  York 


5231  NEVAREZ,  Leonard  J.  (GP),  201  S.  1st 
Avenue,  Yuma,  Arizona 

5232  NICKON,  Donald  C.  (R),  Queens  Medical 
Center,  Honolulu,  Hawaii 

5233  OSTROLENK,  David  G.  (R),  24th  St.  and 
Avenue  A,  Yuma,  Arizona 

5234  PATTERSON,  Robert  M.  (P-CHP-ADM), 
Box  C,  Traverse  City,  Michigan 

5235  PETERS,  Gordon  D.  (ANES),  219  E.  Vir- 
ginia Avenue,  Phoenix,  Arizona 

5236  PINSKI,  James  B.  (D),  55  E.  Washington, 
Chicago,  Illinois 

5237  PLENGE,  Kathern  M.  L.  (GP),  7102  E. 
Sunnyvale  Rd.,  Scottsdale,  Arizona 

5238  PORTNEY,  Gerald  L.  (OPH),  P.O.  Box 
11340,  Tucson,  Arizona 

5239  REED,  Eldon  S.  (ANES),  219  E.  Virginia 
Avenue,  Phoenix,  Arizona 

5240  RENO,  JR.,  Edward  (PD),  Maricopa  Co. 
Gen.  Hospital,  Phoenix,  Arizona 

5241  RIDENOUR,  Donald  E.  (IM),  Catalina 
Medical  Center,  Tucson,  Arizona 

5276  RITTER,  Jerome  (IM),  Veterans  Adm. 
Hospital,  Tucson,  Arizona 

5242  ROODMAN,  Herman  J.  (IM),  #10  Green 
Oaks,  St.  Louis,  Missouri 

5277  SCPIAAR,  Frances  E.  (PD),  212  Southdale 
Med.  Bldg.,  Minneapolis,  Minn. 

5243  SCHWARTZBERG,  Gerald  F.  (IM-PUD), 
3411  N.  5th  Ave.,  Phoenix,  Arizona 

5278  SHERIDAN,  John  J.  (ANES),  72  Rhine- 
cliff  Dr.,  Rochester,  New  York 

5244  SHIELDS,  James  B.  (GS),  840  S.  Wood 
Street,  Chicago,  Illinois 

5245  STERN,  Eugene  E.  (P),  4120  W.  Emerson 
St.,  Skokie,  Illinois 

5279  TREES,  Clyde  B.  (ORS),  Medical  Arts 
Bldg.,  Topeka,  Kansas 

5246  VAALER,  Robert  T.  (ANES),  6329  Ting- 
dale  Ave.,  Minneapolis,  Minnesota 

5247  WALTER,  George  S.  (OBG),  USPHS  Hos- 
pital, Fort  Defiance,  Arizona 

5280  WATSON,  Jack  T.  (ANES),  24832  Jim 
Bridger  Rd.,  Hidden  Hills,  California 

5248  WEISBARD,  Marvin  (P),  1930  E.  6th 
Street,  Tucson,  Arizona 

5249  WELLISH,  Carl  S.  (P),  909  East  Brill 
Street,  Phoenix,  Arizona 

5250  WILHELM,  Kenneth  G.  (GS),  840  S. 
Wood  Street,  Chicago,  Illinois 

5281  WILLIAMS,  Francis  R.  (GS),  725  Meade 
St.,  Rapid  City,  South  Dakota 
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5251  WULSIN,  Howard  E.  (P),  17  Lakeview 
Ave.,  Cambridge,  Massachusetts 

5252  YAKAITIS,  Ronald  W.  (ANES),  Baltimore 
City  Hosps.,  Baltimore,  Maryland 

5253  ZINN,  Larry  S.  (OTO),  Davis-Monthan 
AFB,  Tucson,  Arizona 

*5217  JONES,  Richard  L.  (GP),  Student  Health 
Svc.,  Arizona  State  Univ.,  Tempe 

* Duplicate  license  issued  to  replace  li- 
cense #4941  which  has  been  lost. 

*5182  PHILLIPS,  Melvin  W.  (GP),  1003  Division 
Street,  Prescott,  Arizona 
*Duplicate  license  issued  to  replace  li- 
cense #2087  which  has  been  lost. 

*5227  WATSON,  Ernest  S.  (GP),  Student  Health 
Svc.,  Arizona  State  Univ.,  Tempe 

* Duplicate  license  issued  to  replace  li- 
cense #4353  which  has  been  lost. 

The  following  doctors  of  medicine  are  prac- 
ticing under  Temporary  Licenses  as  indicated: 


1246  REVANS,  JR.,  David  W.  (GP), 

Arizona  State  Hospital  5/21/69 

1251  ESTRIN,  Harley  M.  (IM),  Sierra 

Vista,  Arizona 6/20/69 

1261  LAVINE,  Daniel  M.  (PATH), 

Diagnostic  La.,  Phoenix,  Ariz. ...  11/  1/69 
1253  LEHRER,  Sanford  L.  (P),  Ari- 
zona State  Hospital 7/16/69 

1257  SMITH,  Corwin  M.  (OPH), 

Douglas,  Arizona  . . . .(Renewal)  8/17/69 


TENNIS  EVERYONE! 

On  February  11-15,  1969,  Tucson  was  proud 
to  host  the  second  annual  winter  tournament  of 
the  American  Medical  Association.  This  group, 
established  less  than  two  years  ago,  now  boasts 
a membership  of  nearly  1,000  tennis  playing 
physicians.  It  was  organized  by  William  J.  Mc- 
Gannon,  M.D.  through  the  magazine  Rx  Sports 


and  Travel  and,  under  his  leadership  as  its  na- 
tional president,  the  AMT  A continues  to  grow. 
The  principal  objective  of  the  group  is  to  foster 
physical  fitness  among  physicians  through  tennis. 
The  first  annual  tournament  was  held  in  Palm 
Springs,  California  in  February,  1968.  Several 
other  regional  events  have  been  held  in  various 
other  parts  of  the  country. 

The  1969  Tucson  Winter  Classic  of  the  Amer- 
ican Medical  Tennis  Association  was  planned 
and  executed  by  a local  committee  of  about 
thirty  tennis  playing  members  of  the  Pima  Coun- 
ty Medical  Society.  Planning  began  in  May  of 
1968  and  continued  right  up  to  the  opening  day 
of  the  event.  This  being  our  first  experience  with 
a tournament  of  this  magnitude,  we  did  not 
know  just  how  to  start.  But  we  plunged  ahead 
with  fear  and  trepidation  and  our  efforts  were 
rewarded  by  a highly  successful  week.  Three 
hundred  physicians  and  wives  from  twenty-five 
different  states  participated  in  this,  the  largest 
medical  sporting  event  ever  held  in  the  United 
States.  A great  time  was  had  by  all  and  compli- 
ments continue  to  arrive  daily  by  mail. 

In  addition  to  lots  of  tennis,  two  evening 
social  events  were  held.  The  first  held  on  W ed- 
nesday, February  11,  was  a buffet-mixer  so  that 
everyone  could  become  acquainted.  On  Friday 
night,  February  14,  the  gala  President’s  Banquet 
featured  a gourmet  meal  and  a floor  show  by  the 
St.  John’s  Indian  Dancers  under  the  direction  of 
Brother  Brophy.  A number  of  our  colleagues 
from  out  of  state  enjoyed  participating  with  the 
dancers. 

All  was  not  play  however.  An  excellent  scien- 
tific breakfast  program  was  also  presented.  Guest 
faculty  included  the  following: 

“The  Heart  As  A Pump” 

Robert  M.  Anderson,  M.D.,  Tucson,  Arizona 
“Exercise  and  Obesity” 

George  Berryman,  M.D.,  Associate  Professor  of 
Medicine,  University  of  Illinois,  Medical 
Director,  Hospital  Division  Abbott  Labora- 
tories 

“Diagnosis  and  Management  of 
Midtiple  Myeloma” 

William  F.  Denny,  M.D.,  Associate  Professor  of 
Medicine,  University  of  Arizona  College  of 
Medicine 

“Traumatic  Vascular  Injuries” 

Max  R.  Gaspar,  M.D.,  Clinical  Professor  of 
Surgery,  University  of  Southern  California 
“The  Regional  Medical  Program” 
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L.  to  R.  FOREGROUND:  DR.  FRANZ  POTHOFF;  DR.  VERNOR  LOVETT;  BARBARA  LOVETT;  DR.  ROBT.  ANDERSON;  ALICE  ANDERSON;  DR.  RETT  CZERNY; 
BEB  CZERNY;  DR.  DON  LEWIS;  BARKEY  LEWIS;  DIANE  BRUNSTING;  DR.  LOU  BRUNSTING,  JR. 

L.  to  R.  BACKGROUND:  DR.  PAUL  McBRIDE;  JAN  EVANS;  DR.  STAN  McCAMPBELL;  ANN  BLAKE;  DR.  BILL  McGANNON;  DR.  BILL  KOHN;  JOAN  McCAMP- 
BELL;  BOB  EVANS. 


Bertram  Tesman,  M.D.,  Coordinator  of  Strokes 
for  the  Regional  Medical  Program  of  South- 
ern California 

“ Practical  Aspects  in  the  Treatment 
of  Hypertension  ’ 

Herbert  G.  Langford,  M.D.,  Professor  of  Med- 
icine, University  of  Mississippi 
'‘Progress  in  the  Medical  School ” 

Oscar  A.  Thorup,  M.D.,  Professor  of  Medicine 
and  Chairman  of  the  Department,  Univer- 
sity of  Arizona 

It  is  apparent  that  the  subjects  were  timely 
and  of  interest  to  all  in  attendance. 

For  the  non-tennis  playing  ladies,  a full  pro- 
gram was  provided  by  the  ladies  chairman,  Mrs. 
Beb  Czerny.  Highlight  of  this  was  a trip  to 
Nogales,  Sonora  on  Thursday,  February  13. 
Hostess  for  this  sojourn  was  Mrs.  Lolita  Grabb. 
The  ladies  thoroughly  enjoyed  themselves  shop- 
ping and  lunching  south  of  the  border. 

Distinctively  beautiful  trophies  were  hand 
made  by  Dr.  Bob  Blake,  Tournament  Co-chair- 
man. Following  through  with  the  Southwestern 
motif,  Bob  used  cholla  wood  and  peacock  ore 
as  the  basic  materials  for  these  one-of-a-kind 
prizes.  The  cholla  wood  was  processed  gold  for 
the  first  place  awards  and  silver  for  the  runners 
up.  A traditional  tennis  figurine  was  attached 


to  the  jet  black  base  and  the  trophies  were  fin- 
ished with  an  engraved  silver  placque.  Indeed, 
the  winners  have  lasting  mementos  of  the  beau- 
tiful Southwest  to  display  in  their  trophy  cases! 

The  membership  of  the  AMTA  was  so  en- 
chanted with  Tucson  and  so  pleased  with  the 
1969  Tucson  Winter  Classic  that  they  demanded 
that  this  be  made  an  annual  event  in  Tucson 
instead  of  moving  to  a different  city  each  year. 
Thus  plans  are  moving  ahead  for  the  1970 
tournament  to  be  held  February  9-13,  1970. 
The  Tucson  Racquet  and  Swim  Club  will  again 
host  the  event  and  the  Tucson  Chamber  of 
Commerce  will  again  handle  arrangements. 

The  Chairman  would  like  to  take  this  oppor- 
tunity to  thank  everyone  who  worked  so  dili- 
gently to  make  this  year's  tournament  such  a 
smashing  success.  To  try  to  name  each  individ- 
ual who  made  a significant  contribution  to  the 
planning  and  undertaking  would  be  sheer 
folly.  Suffice  it  to  say  that  without  the  help  of 
each  member  of  the  planning  committee  and 
without  the  complete  cooperation  of  the  City 
of  Tucson,  the  Tucson  Chamber  of  Commerce, 
the  Tucson  Racquet  and  Swim  Club  and  the 
local  news  media,  it  would  have  been  impossible 
for  me  to  have  done  anything.  A simple  "thank 
you”  seems  most  inadequate  but  must  suffice. 
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Men’s  Open  Singles 

Doug  Corley,  M.D.,  Colorado  Springs,  Colorado 
def.  Mel  Goodman,  M.D.,  Los  Angeles,  California, 
6-2,  6-1. 

Men’s  Open  Doubles 

Richard  Bailey,  M.D.,  Phoenix,  Arizona,  M.  M. 
Prineas,  M.D.,  Seattle,  Washington,  def.  Alonzo 
Olsen,  M.D.,  Burbank,  California,  Calvin  Nash,  M.D., 
Carmichael,  California,  default. 

Men’s  35  Singles 

Steve  Voydat,  M.D.,  Los  Altos  Hills,  California, 
def.  Rowe  Moore,  M.D.,  Salinas,  California,  6-3,  6-3. 

Men’s  35  Doubles 

Steve  Voydat,  M.D.,  Los  Altos  Hills,  California, 
Berkley  Eichel,  M.D.,  San  Pedro,  California,  def. 
Steve  Brodie,  M.D.,  Los  Angeles,  California,  Howard 
Wilder,  M.D.,  Chicago,  Illinois,  7-5,  8-6. 

Men’s  45  Singles 

Peter  Fisher,  M.D.,  Seattle,  Washington,  def. 
Richard  Wilke,  M.D.,  Lorraine,  Ohio,  6-0,  6-3. 

Men’s  45  Doubles 

Steve  Brodie,  M.D.,  Los  Angeles,  California,  Bert 
Tesman,  M.D.,  Anaheim,  California,  def.  Howard 
Wilder,  M.D.,  Chicago,  Illinois,  Grant  Hickman, 
M.D.,  Salt  Lake  City,  Utah,  6-0,  3-6,  6-4. 

Women’s  Singles 

Frances  Smale,  Bakersfield,  California,  def.  Geor- 
gianne  Carroll,  Tucson,  Arizona,  6-0,  6-2. 

Women’s  Doubles 

Marion  Voydat,  Los  Altos  Hills,  California,  Carol 
Kleinian,  Glenview,  Illinois,  def.  Ginger  Nash,  Car- 
michael, California,  Betty  Olsen,  Burbank,  Califor- 
nia, default. 

Mixed  Doubles 

Steve  and  Marion  Voydat,  Los  Altos  Hills,  Cali- 
fornia, def.  John  and  Nell  Norman,  Albuquerque,  New 
Mexico,  10-8  (Pro  Set). 

A full  consolation  event  was  also  played  and 
trophies  were  awarded  to  the  winners  and  runners-up 
in  this  section  as  well. 


GEORGE  DONALD  BOONE,  M.D. 
1901-1969 

George  Donald  Boone,  M.D.,  Tucson,  died 
February  13,  1969,  at  the  age  of  68.  He  was  born 
in  Erin,  Tennessee,  the  son  of  Doctor  and  Mrs. 
George  Dorsey  Boone.  As  a youngster  he  made 
house  calls  by  horse  and  buggy  with  his  father, 
developing  in  these  formative  years  a great  un- 
derstanding of  human  nature. 

Doctor  Boone  received  his  medical  education 
at  Vanderbilt  University  College  of  Medicine, 
graduating  in  1926.  He  served  his  internship  with 
the  United  States  Public  Health  Service  and 
then  went  on  to  residency  training  in  thoracic 
surgery. 

Prior  to  settling  in  Tucson  in  1946,  he  prac- 
ticed in  Tennessee.  Doctor  Boone  was  the  first 
surgeon  in  Tucson  to  perform  a bronchoscopy 
under  general  anesthesia.  He  organized  and  in- 
corporated the  Arizona  Cardiopulmonary  Lab- 
oratory, now  the  Tucson  Medical  Center  Cardio- 
pulmonary Laboratory. 


May  2,  1969 

Richard  O.  Flynn,  M.D. 

2210  South  Mill  Avenue 
Tempe,  Arizona 
Dear  Doctor  Flynn: 

Just  a note  to  thank  you  and  the  Arizona 
Medical  Association  for  inviting  me  to  attend 
the  scientific  sessions  of  your  recent  convention. 
The  lectures  and  exhibits  were  very  instructive. 

I also  enjoyed  meeting  old  friends. 

Hope  I can  be  on  your  list  for  next  year. 

Yours  truly, 

S.  W.  Meyer,  D.O. 

May  2,  1969 

Arthur  V.  Dudley,  Jr.,  M.D. 

#23  Medical  Square 
1601  North  Tucson  Blvd. 

Tucson,  Arizona  85716 
Dear  Dr.  Dudley: 

Recently  it  was  my  pleasure  to  attend  the  78th 
annual  meeting  of  the  Arizona  Medical  Associa- 
tion in  Scottsdale  through  your  very  kind  invita- 
tion. I have  taken  the  opportunity  of  sending  a 
copy  of  this  letter  to  your  new  president,  Dr. 
Richard  O.  Flynn,  on  the  anticipation  that  he 
might  extend  an  invitation  next  year. 

The  scientific  sessions  were  well  planned  and 
the  presentations  were  both  thought  provoking 
and  worthwhile.  I appreciated  the  opportunity 
of  again  hearing  Dr.  Charles  Nice  along  with 
the  other  members  of  Tulane  University’s  School 
of  Medicine.  The  essayists  and  panelists  from 
your  association  demonstrated  a capability  equal 
to  and  in  several  instances  exceeded  the  papers 
presented  by  the  teaching  faculty. 

Your  program  committee  should  be  compli- 
mented on  the  promptness  that  presentations 
were  made  and  also  for  the  subject  material 
which  was  well  balanced  between  general  prac- 
tice and  specialty  interest. 

Thank  you.  Dr.  Dudley,  for  the  opportunity 
of  sharing  this  experience  in  continuing  medical 
education.  It  will  be  through  this  type  of  co- 
operation that  we  will  all  be  better  prepared  to 
serve  our  patients’  needs. 

Sincerely, 

Frederick  M.  Wilkins,  D.O. 

Chairman,  Department  of 

Radiology 
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Medicare  Administrative  Alternatives, 
Prospects  and  Trends 

JOHN  A.  BUESSELER,  M.D. 

Columbia 

With  the  enactment  of  Medicare  legislation  by  the  89th  Congress  in  1965,  the 
federal  government  committed  itself  to  the  responsibility  of  financing  the  health 
needs  of  a large  segment  of  the  population.  The  magnitude  of  the  program  gives 
it  a potentially  overwhelming  directional  influence  over  the  health  care  system 
of  the  nation.  As  a prognostic  view  of  these  influences,  this  paper  teas  presented 
originally  at  the  12th  Annual  Forum  of  the  National  Committee  for  Research  in 
Ophthalmology  and  Blindness.  Doctor  Buesseler  holds  a Master  of  Science  degree 
in  Business  Administration  and  is  a Ph.D.  candidate  in  Business  and  Public 
Administration.  He  is  a Professor  of  Surgery  ( Ophthalmology ) at  the  University 
of  Missouri  School  of  Medicine. 


Dateline,  Washington,  D.C.,  Oct.  19,  1968: 
The  American  farmer  of  the  future  may  be  just 
on  the  bottom  step  of  a giant  ladder-like  system 
that  will  plant,  harvest,  process  and  package  the 
nation’s  food  all  under  one  economic  roof.  How- 
ever, the  prospect,  as  envisioned  by  a number  of 
agricultural  experts,  is  not  viewed  with  universal 
enthusiasm.  Professor  Elmer  R.  Kiehl,  Dean, 
College  of  Agriculture,  University  of  Missouri, 
said  that  a farming  system  too  tightly  structured 
could  result  in  “economic  feudalism  not  unlike 
that  of  the  Middle  Ages  in  Western  Europe.” 
Under  such  circumstances,  Kiehl  said  that  the 
farmer,  as  he  is  thought  of  today,  would  no 
longer  exist. 

He  was  speaking  of  the  main  topic  under  dis- 
cussion in  Washington  at  the  Agricultural  Re- 
search Institute  of  the  National  Academy  of 
Science.  The  hybrid-corporate,  or  quasi-non- 
governmental  corporate  farm  of  the  future  would 
contract  the  actual  tilling  of  the  soil  and  tending 
of  animals.  Efficiency,  relying  upon  the  use  of 
computers,  would  be  the  keynote  in  virtually 
every  phase  of  the  giant  corporation  from  sched- 
uling and  planning  to  projecting  consumer  de- 
mand. Big  food  processing  companies  and  nation- 
wide grocery  chains  already  are  headed  in  this 
direction,  according  to  the  specialists. 


The  relative  position  of  the  farmer  economic- 
ally in  the  American  food  production-distribution 
system  is  indicated  by  the  fact  that  the  retail 
consumers  spend  100  billion  dollars  annually  on 
food  while  the  farmers  receive  12  billion  in 
income.1 

That  sufficiency  of  food  is  considered  a right 
of  members  of  our  society  is  fairly  well  attested 
to  by  the  welfare  laws.  That  farming  is  consider- 
ed a quasi-utility  also  is  fairly  well  supported 
by  the  mechanisms  of  subsidy  and  regulation 
effected  through  the  Department  of  Agriculture. 
Directional  Forces 

This  news  release  indicates  rather  forcefully 
that  medicine  is  not  alone  in  feeling  the  pressures 
for  rapid  and  sweeping  organizational  change. 
Many  of  the  same  basic  forces  affecting  the 
health  care  system  also  are  affecting  other  organ- 
izational systems  in  this  country. 

My  purpose  is  to  identify  and  focus  on  some 
of  the  directional  forces  which  are  operating  in 
our  social  environment  and  are  directly  or  in- 
directly influencing  the  course  of  change  occur- 
ring in  the  American  health  care  system  in 
general  and  in  the  administrative  conduct  of 
Medicare  in  particular. 

It  is  not  my  intention  to  suggest  value  judg- 
ments regarding  the  desirability  or  lack  of  desir- 
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ability  of  the  direction  in  which  these  forces 
are  moving  society,  but,  rather,  to  explore  briefly 
their  impact  as  manifested  in  the  trends  affecting 
our  medical  care  system. 

Efficiency.  Foremost  among  these  trends  is  the 
drive  for  efficiency,  particularly  in  the  use  of 
facilities.  The  echelonment  of  health  institutions 
has  been  well  demonstrated  by  the  military  serv- 
ices. Much  is  found  in  the  current  literature 
about  comprehensive  health  plans  and  hospital 
administration,  suggesting  that  these  military 
techniques  and  devices  be  used  in  the  civilian 
sector  and  that  centralized  teaching  in  specialty 
care  institutions  be  the  hub  of  the  wheel  around 
which  satellite  facilities  with  lesser  capabilities 
would  exist. 

This  already  has  been  occurring  on  an  evolu- 
tionary basis.  With  greater  control  of  society’s 
direction  by  legislation,  however,  the  process 
may  well  increase.  Such  echelonment  will  place 
teaching  hospitals  in  a position  of  particular  pre- 
eminence not  only  educationally,  but  in  the 
rendering  of  care  and  in  the  referral  scheme  for 
patients. 

Additionally,  the  drive  for  efficiency  is  direct- 
ed to  the  use  of  personnel.  The  big  push  in  recent 
health  care  legislation  governing  allied  health 
manpower  points  dramatically  to  this.  Ancillary 
personnel,  both  in  administrative  and  in  tech- 
nical health  fields,  is  expected  to  come  into  the 
practice  of  medicine  in  much  greater  numbers 
and  variety. 

This  is  intended  to  supplement  the  capabilities 
of  the  individual  physician  so  that  his  skills  are 
distributed  more  widely  and  so  that  he  is  less 
encumbered  with  details  of  administrative  pro- 
cessing and  with  the  more  mechanical  routine 
details  of  diagnostic  and  therapeutic  procedures. 

The  implications  of  enlargement  in  this  body 
of  health  care  workers  is  quite  apparent.  Oph- 
thalmology has  felt  this  as  much  or  more  than 
some  other  fields  in  medicine.  For  several  dec- 
ades, the  optometrist  has  represented  this  kind 
of  skill,  operating  autonomously  rather  than  as 
an  integrated  part  of  the  health  team. 

Economy.  The  second  trend  which  seems 
apparent,  regardless  of  the  national  political  drift, 
is  for  economy.  Greater  emphasis  by  the  govern- 
ment on  cost  accounting  and  cost  control  is 
being  instituted.  The  concept  of  unit  cost  in 
health  care  has  great  attraction  to  many  hospital 
controllers,  governmental  planners  and  adminis- 
trators. It  is  a unit  by  which  they  can  measure 


service.  Whether  or  not  it  is  a snare  and  a de- 
lusion is  open  to  question.  Whether  grading 
services  by  X number  of  unit  values  is  one  with 
which  the  physician  can  live  remains  to  be  seen. 

In  the  realm  of  hospital  services,  unit  cost  is 
making  its  biggest  advances  largely  under  the 
pressure  of  the  reasonable  cost  element  in  the 
Medicare  law.  As  yet,  reasonable  cost  has  not 
been  imposed  upon  the  physician.  Reasonable 
charges  have.  By  virtue  of  steady  escalation  of 
financial  commitment  by  the  government  to  the 
Medicare-Medicaid  program,  the  dollar  totals 
have  far  exceeded  cost  estimates  prior  to  in- 
stiution  of  the  program.  Powerful  forces  are 
declaring  that  it  is  necessary  to  control  the 
reasonableness  of  the  costs  and  the  charges. 

In  this  regard,  organized  medicine  may  lose 
the  support  of  one  of  its  staunchest  allies,  private 
industry.  Industry  itself  is  pressing  for  greater 
economy  and  efficiency  in  the  delivery  of  health 
care.  This  drive  for  economy  is  manifested  in 
pressure  for  more  restricted  budgeting  of  costs 
for  services  rendered  by  both  the  hospitals  and 
physicians. 

The  most  popular  concept  under  consideration 
is  advance  budgetary  review  for  hospitals  under 
the  Medicare  program.  This  allows  for  justifica- 
tion, acceptance  of  cost  and  payment  before  the 
fact  rather  than  payment  after  the  fact.  The 
present  scheme  of  paying  after  the  fact  does  not 
appear  viable.  Hospitals  are  being  pressed  to 
come  forth  with  advanced,  detailed  budgets  to 
be  reviewed  prior  to  any  commitment  on  the 
part  of  the  government  for  Medicare  payments. 

Most  people  who  have  been  involved  with 
government-sponsored  research  are  familiar  with 
such  techniques  in  regard  to  research  grants. 
The  hospitals,  as  yet,  have  not  been  fully 
subjected  to  it. 

How  will  this  affect  the  physician  who  is 
geared  to  a fee-for-service  varying  with  the 
number  of  visits  and  the  type  of  case?  It  is  ap- 
parent that  the  reasonable  charge  (usual  and 
customary)  is  only  an  interim  situation.  It  was 
necessary  for  Congress  to  incorporate  that  con- 
dition in  the  Medicare  law  in  order  to  obtain 
physician  acceptance.  Organized  medicine  has 
embraced  the  concept  but,  with  constant  pres- 
sures for  cost  control,  most  of  the  people  con- 
cerned with  the  Medicare  legislation  are  con- 
vinced that  the  reasonable  charge  is  not  going 
to  last.  The  alternatives  are  obvious:  (1)  the 
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fixed  fee  schedule  or  (2)  the  annual  contract 
salary. 

Control.  The  third  drive  which  is  being  ex- 
perienced across  society  is  that  for  centralized 
control.  Except  for  those  short  periods  of  re- 
strictive legislation  accompanying  our  past  wars, 
the  Comprehensive  Health  Planning  Act  is  the 
single,  most  sweeping  and  broad  centralized  con- 
trol of  the  allocation  of  resources  that  Congress 
has  ever  passed. 

Controls  via  the  Medicare  mechanism  appear 
to  be  manifested  in  a centralized  control  of  quali- 
ty. No  longer  will  the  medical  profession  have 
the  sole  prerogative.  Care  standards,  however, 
need  better  defined  criteria  than  have  been 
developed  to  measure  quality.  The  methods  now 
used  for  measuring  quality,  utilization  review 
committees,  tissue  committees,  etc.,  are  off  target 
in  providing  a true  measurement.  More  and  more 
the  payer  will  inject  his  influence  into  the  de- 
termination of  quality.  And  more  and  more  the 
payer  is  the  federal  government. 

It  appears  that  terms  of  access  to  health  care 
services  will  be  removed  more  completely  from 
the  medical  profession  and  placed  in  the  hands 
of  the  third  party  payer.  The  trend  for  more 
complete  insurance  coverage  through  govern- 
ment control  appears  on  the  horizon.  Coverage 
of  all  age  groups  and  income  levels  is  becoming 
a bipartisan  political  goal.  Many  devices  have 
been  proposed;  particularly  noteworthy  among 
them  are  the  use  of  negative  income  tax  pay- 
ment and  variable  premium  payment  based  on 
reported  income  level. 

What  is  the  status  of  the  physician  going  to 
be  in  relation  to  other  health  care  workers?  This, 
too,  will  not  be  decided  exclusively  by  the  medi- 
cal profession,  but  rather  by  the  vested  interest 
groups  that  become  established  through  increase 
in  ancillary  workers  and  through  consumer  in- 
terests in  health  care.  Not  unlike  the  field  of 
agriculture,  the  cost  of  health  care  services  to 
the  third  party  payer  indicates  that  the  physi- 
cian’s portion  of  total  cost  is  rather  small.  For 
him  to  maintain  his  position  of  preeminence  and 
captain  of  the  ship  will  require  negotiation  in  the 
democracy  of  interaction  between  vested  interest 
groups.  This  will  extend  to  working  conditions 
with  the  terms  of  practice  and  remuneration 
negotiated  between  vested  interest  organiza- 
tions and  payer. 

I would  like  to  quote  the  authorities  Herman 
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and  Anne  Somers  from  their  Brookings  Institu- 
tion report  titled  Medicare  in  the  Hospitals, 
Issues  and  Prospects:  “It  should  be  obvious  by 
now  that  the  term  ‘reasonable  costs’  is  by  no 
means  self-defining.  The  law  inevitably  left 
much  to  be  resolved  through  bargaining,  pressure 
and  counterpressure  — a normal  process  in  set- 
ting a price  for  a massive  purchase.  It  establishes 
certain  boundaries,  but  permits  broad,  adminis- 
trative discretion,  after  consultation  with  the  par- 
ties in  interest,  and  consideration  of  customary 
practices.  Nothing  else  would  have  been  practi- 
cal. Only  theoretically  can  government  unilater- 
ally set  the  price  at  the  point  it  considers 
right.  In  a free  economy,  government  decisions 
must  find  an  equilibrium  between  abstract  jus- 
tice and  operational  feasibility.  The  government 
is  a powerful  buyer,  but  the  sellers  are  free  men 
and  free  institutions.  They  must  come  from  the 
deliberations  reasonably  satisfied  that  they  have 
been  dealt  with  fairly,  if  the  program  is  to  oper- 
ate with  the  necessary  consent  and  cooperation.”3 

Of  all  the  trends  in  Medicare,  this  latter  trend 
has  the  greatest  impact  on  the  individual  prac- 
ticing physician.  It  is  apparent  that  the  man 
without  an  organization  to  represent  him,  is  a 
man  without  representation.  With  the  advent  of 
Medicare,  the  medical  societies,  either  the  exist- 
ing ones  or  ones  to  be  evolved,  were  placed  in 
the  position  in  which  they  could  become  the 
physicians’  most  important  representatives  at 
the  bargaining  table. 

Summary 

I have  intended  to  keep  out  of  this  presenta- 
tion any  value  judgments.  The  intent  has  been 
to  identify  trends,  not  necessarily  situations  that 
are  currently  operational.  What  is  operational 
in  Medicaid  (Title  XIX)  indicates  a potential 
trend  for  Medicare  (Title  XVIII),  both  of  which 
are  part  of  the  same  Congressional  Act.  What  is 
happening  in  New  York  under  Medicaid  actual- 
ly is  happening  under  the  Act  which  is  generally 
referred  to  in  its  entirety  as  Medicare.  Although 
no  medical  society  operating  on  a national  or 
regional  basis  has  fully  accepted  the  role  of 
collective  bargaining  agent,  its  organizational 
presence  is  a socio-economic  system  of  vested 
interest  groups  mediated  by  Medicare  legislation 
is  pushing  it  toward  that  functional  position. 

The  goals  of  the  trend-producing  directional 
forces  are  greater  efficiency,  greater  economy 
and  greater  centralization  of  control.  The  guid- 
ance the  medical  profession  can  effectively  exert 


in  the  shaping  of  these  goals  for  the  best  pro- 
tection of  the  patient  is  dependent  upon  the 
direction  taken  by  the  organizational  changes 
presently  occurring  within  the  profession. 
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MR.  CARPENTER  (R)  RECEIVES  A GIFT 
COMMEMORATING  HIS  RETIREMENT 


FREDERICK  W.  KNIGHT,  M.D.  (L)  IS 
PRESENTED  WITH  THE  A.  H.  ROBINS 
COMMUNITY  SERVICE  AWARD 


MERLIN  K.  DuVAL,  JR.,  M.D.  (L),  DEAN 
OF  THE  COLLEGE  OF  MEDICINE 
HAPPILY  ACCEPTS  THIS  YEAR’S  AMA-ERF 
CHECK  IN  THE  AMOUNT  OF  $8,259.19 


DR.  JAMES  L.  GROBE  (L.)  PRESIDENT,  ARIZONA  BLUE  SHIELD,  PRESENTS 
SPECIAL  PLAQUES  TO  DOCTORS  GUY  B.  ATONNA  (DOUGLAS),  WALTER  BRAZIE 
(KINGMAN)  AND  ARNOLD  H.  DYSTERHEFT  (McNARY).  THE  SPECIAL  AWARDS  WERE 
MADE  “FOR  A QUARTER  CENTURY  OF  CONTINUOUS  DEVOTED  SERVICE  TO  THE 
AFFAIRS  OF  THE  ARIZONA  MEDICAL  ASSOCIATION  AND  ARIZONA  BLUE  SHIELD." 


THEODORE  C.  HARPER,  M.D.  IS  PRESENTED 
HIS  “FIFTY  YEAR  CLUB”  PLAQUE. 


WILLIAM  G.  SHULTZ,  M.D.  ACCEPTS 
HIS  “FIFTY  YEAR  CLUB”  PLAQUE. 


THE  OLD  AND  THE  NEW.  DR.  DUDLEY,  PAST-PRESIDENT, 
IS  AWARDED  THE  PAST-PRESIDENT’S  PLAQUE  BY  THE 
INCOMING  PRESIDENT  RICHARD  0.  FLYNN,  M.D. 


6TH  NATIONAL  CANCER  CONFERENCE -NOTES 

September  1968,  Denver 

In  the  first  two  years  following  surgery,  there  is  a fall-off  in  survival  that  is  related  to  the 
trauma  associated  with  the  surgery  itself.  This  is  probably  related  to  the  diminution  of  the  resis- 
tance of  the  host  as  a result  of  the  stress  presented  to  him. 

J.  Engelburt  Dunphy,  M.D.,  Professor 
and  Chairman,  Department  of  Surgery, 
University  of  California  School  of  Medicine, 
San  Francisco,  California 

It  is  likely  that  thousands  of  cancer  cells  are  entering  the  vascular  system  at  all  times  in 
a patient  with  cancer  and  it  probably  takes  thousands  of  these  malignant  cells  to  produce  a 
metastatic  locus.  The  minimal  number  of  cells  necessary  to  produce  a metastasis  is  variable  but 
it  is  unlikely  that  a satellite  nodule  can  be  established  with  less  than  six  cells.  Stress,  or  the  hor- 
mones of  stress  as  cortisone,  will  increase  the  number  of  developing  metastasis  in  the  patient 
with  cancer,  while  the  anti-eoagulants  will  significantly  decrease  this  number  of  developing 
cancer  nodules. 

If  malignant  cells  are  injected  into  a host  animal,  invasion  occurs  into  the  peri-vascular  con- 
nective tissue  in  about  six  hours,  if  that  injection  of  malignant  cells  has  been  into  blood  ves- 
sels. If,  however,  the  injection  is  into  the  lymphatics,  there  is  a mechanism  for  the  destruction  of 
the  cancer  cells  and  the  development  of  implants  and  metastasis  is  much  less  than  when  they 
were  injected  directly  into  blood  vessels. 

Summner  Wood,  Jr.,  M.D.,  Associate 
Professor  of  Pathology,  Johns 
Hopkins  University  School  of  Medicine 
Baltimore,  Maryland 


101  East  Fourth  Street,  Scottsdale,  Arizona 

Adjoining  Scottsdale  Baptist  Hospital  NOW  LEASING  ....  CUSTOM  SUITES 


Scottsdale's  Newest  & Finest  Medical  Building 


OPHTHALMOLOGY 

Peter  S.  Sykowski,  M.D.,  F.A.C.S. 

DENTIST  DENTAL  LAB. 

R.  A.  Hossler,  D.D.S.  F.  Jefferson  Blake 
Robert  A.  Spence,  D.D.S. 


PHYSICAL  THERAPIST 

Jean  Hoffman,  R.P.T. 
OBSTETRICS  & GYNECOLOGY 

Roy  O.  Young,  M.D. 
Gregory  C.  Smith,  M.D. 


FAMILY  DOCTOR 

Jack  E.  Groh,  M.D. 
Robert  M.  Mattson,  M.D, 
PSYCHIATRY 

Murray  Urie,  M.D. 


INTERNAL  MEDICINE  & CARDIOLOGY  PLASTIC  & RECONSTRUCTIVE  SURGERY 

John  F.  Currin,  M.D.,  F.A.C.P.  Richard  O.  Kiraly,  M.D. 

Adjoining  Hospital  Medical  Center  with: 


GENERAL  SURGERY 

Jack  O.  McFarland,  M.D. 


PATHOLOGY  RADIOLOGY  OTHERS 

C.  E.  Strickland,  M.D.  M.  Herbert  Nathan,  M.D.  Srutwa  Pharmacy 

Fred  C.  Schoene,  M.D.  Scottsdale  Opticians 

For  Leasing  Information  Call  946-9091 
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Nose  clear  as  a whistle 

(THANKS  TO  DIMETAPP  ) 


Dimetapp  Extentabs®  does  an  outstanding  job  of  helping  to 
clear  up  the  stuffiness,  drip  and  congestion  of  colds  and  upper 
respiratory  allergies  and  infections.  Each  Extentab  keeps 
working  up  to  12  hours.  And  for  most  patients  drowsiness  or 
overstimulation  is  unlikely.  Try  Dimetapp.  It  clearly  works. 


UP  TO  12  HOURS  CLEAR  BREATHING  ON  ONE  TABLET 

Dimetapp  Extentabs 

Dimetane®  (brompheniramine  maleate),  12  mg.;  phenylephrine 
HC1,  15  mg.;  phenylpropanolamine  HC1,  15  mg. 

FOR  UPPER  RESPIRATORY  ALLERGIES  AND  INFECTIONS 


Indications:  Dimetapp  is  indicated  for  symptomat- 
ic relief  of  the  allergic  manifestations  of  respira- 
tory illnesses,  such  as  the  common  cold  and  bron- 
chial asthma,  seasonal  allergies,  sinusitis,  rhinitis, 
conjunctivitis,  and  otitis. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
Precautions:  Until  patient’s  response  has  been  de- 
termined, he  should  be  cautioned  against  engag- 
ing in  operations  requiring  alertness.  Administer 
with  care  to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension. 

Side  Effects:  Hypersensitivity  reactions  including 
skin  rashes,  urticaria,  hypotension  and  thrombo- 
cytopenia, have  been  reported  on  rare  occasions. 
Drowsiness,  lassitude,  nausea,  giddiness,  dryness 
of  the  mouth,  mydriasis,  increased  irritability  or 
excitement  may  be  encountered. 

Dosage:  1 Extentab  morning  and  evening. 
Supplied:  Bottles  of  100  and  500. 

A.H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 
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Because  today's 
skin  problems 
areharderto  hide... 
and  plain  topical  steroids, 
like  bikinis,  often  don’t 
provide  adequate  coverage... 
improve  therapeutic 
prospects  with 

Vioform-Hydrocortisone 


(iodochlorhydroxyquin  and  hydrocortisone) 

antifungal. ..antibacterial... 

anti-inflammatory.. .antipruritic 


Today’s  “mini”  styles  and  maximum  skin  exposure  lend  urgency  to 
your  need  for  effective  dermatologic  preparations.  Of  these, 
plain  topical  steroids  enjoy  wide  use.  But  certain  common  skin  disorders— 
those  of  fungal  or  bacterial  origin,  and  skin  lesions  with  secondary 
infections— require  more  comprehensive  therapy.  In  fact,  plain  topical 
steroids  are  contraindicated  as  sole  therapy  in  these  cases.  That’s 
why  so  many  doctors  prescribe  Vioform-Hydrocortisone.  This 
combination  provides  the  anti-inflammatory  and  antipruritic  benefits 
of  hydrocortisone  . . . plus  antibacterial  and  antifungal  actions. 


For  prescribing  information,  please  see  following  page. 
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CIBA  Pharmaceutical  Company,  Summit,  N.J. 


Vioform- 

Hydrocortisone 

(iodochlorhydroxyquin 
and  hydrocortisone) 
antifungal... 
antibacterial... 

anti-inflammatory... 

antipruritic 

Indications:  Most  acute  and  chronic  skin 
disorders  (consult  product  literature). 
Contraindications:  Should  not  be  used 
in  the  eye,  or  topically  in  the  presence  of 
tuberculosis,  vaccinia,  varicella,  or  other 
viral  skin  conditions. 

Precautions:  May  prove  irritating  to  sen- 
sitized skin  in  rare  cases.  If  this  occurs, 
discontinue  therapy.  May  stain.  If  used 
under  occlusive  dressings  or  for  a pro- 
longed period,  watch  for  signs  of  pitui- 
tary-adrenal axis  suppression.  May  inter- 
fere with  thyroid  function  tests.  Wait  at 
least  one  month  after  discontinuance  of 
therapy  before  performing  these  tests. 
The  ferric  chloride  test  for  phenylketo- 
nuria (PKU)  can  yield  a false  positive  result 
if  Vioform  is  present  in  the  diaper  or  urine. 
Adverse  Reactions:  Rare:  local  burning, 
irritation,  itching.  May  cause  striae  at 
site  of  application  when  used  for  long 
periods  in  intertriginous  areas. 

Dosage:  Apply  a small  amount  to  af- 
fected areas  3 or  4 times  daily. 

Supplied:  Cream,  3%  iodochlorhydroxy- 
quin and  1%  hydrocortisone  in  a water- 
washable  base  containing  stearyl 
alcohol,  spermaceti,  petrolatum,  sodium 
lauryl  sulfate,  and  gylcerin  in  water; 
tubes  of  5 and  20  Gm.  Ointment,  3% 
iodochlorhydroxyquin  and  1%  hydro- 
cortisone in  a petrolatum  base;  tubes  of 
5 and  20  Gm.  Lotion,  3%  iodochlorhy- 
droxyquin and  1%  hydrocortisone  in  a 
water-washable  base  containing  stearic 
acid,  cetyl  alcohol,  lanolin,  propylene 
glycol,  sorbitan  trioleate,  polysorbate  60, 
triethanolamine,  methylparaben,  propyl- 
paraben, and  perfume  Flora  in  water; 
plastic  squeeze  bottles  of  15  ml. 
Economical  Forms  for  Less  Severe 
Dermatoses:  Mild  Cream,  3%  iodochlor- 
hydroxyquin and  0.5%  hydrocortisone  in 
a water-washable  base  containing 
stearyl  alcohol,  spermaceti,  petrolatum, 
sodium  lauryl  sulfate,  and  glycerin  in 
water;  tubes  of  ’A  and  1 ounce.  Mild 
Ointment,  3%  iodochlorhydroxyquin  and 
0.5%  hydrocortisone  in  a petrolatum 
base;  tubes  of  V2  and  1 ounce.  2/3941MB 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Flobby  Florse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ACHROMYCIN  V 

TETRACYCLINE  HCl 

481C-9 


CIBA  Pharmaceutical  Company,  Summit,  N.J. 


Hi. 

thousca 

teaspoonful 

Peptic  ulcer  patients  find 
the  thousandth  dose  of 
this  antacid  as  effective 


Optimal  neutralization— provided  by  the  combination  of  aluminum  and  mag- 
nesium hydroxides. 

Unfailing  good  taste— confirmed  by  87.5%  of  104  patients  in  one  study,  after 
a total  of  20,459  documented  days  on  Mylanta  Liquid  or  tablets.1 

Concomitant  relief  of  G.  I.  gas  distress— provided  by  the  proven  antiflatulent 
action  of  simethicone.2 

Dosage  One  or  two  tablets  (well  chewed  or  allowed  to  dissolve  in  the  mouth),  one  or  two  teaspoonfuls 
to  be  taken  between  meals  and  at  bedtime,  or  as  directed  by  physician. 

Reterenccs:  1 Danhof,  I E Report  on  file  2.  Hoon,  J R Arch  Surg.  93.467  (Sept.)  1966. 
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HP 


Stuart 


LIQUID/TABLETS 

aluminum  and  magnesium  hydroxides  plus  simethicone 


Division/ATLAS  CHEMICAL  INDUSTRIES.  INC./Pasadena,  Calif.  91109 


tWarning:  May  be  habit  forming. 

*15  mg.  of  Butisol  (butabarbital),  plus  the  other  ingredients,  in  outer 
layer;  15  mg.  of  Butisol  in  a specially  coated  core  for  delayed  release, 
to  approximately  equalize  duration  of  action  for  all  components. 
Contraindications:  Sensitivity  to  any  component,  porphyria,  peptic 
ulcer,  ulcerative  colitis,  mental  depression,  renal  impairment  or 
shutdown.  Warnings:  Consider  the  possibility  of  sensitivity  reac- 
tions in  patients  with  history  of  allergy  or  bronchial  asthma.  Coated 
potassium  tablets,  sometimes  administered  in  conjunction  with 
antihypertensive  therapy,  may  be  associated  with  small  bowel 
lesions,  which  have  led  to  obstruction,  hemorrhage  and  perforation. 
Surgery  has  frequently  been  required  and  deaths  have  occurred. 
Such  tablets  should  be  used  only  when  indicated  and  when  ade- 
quate dietary  supplementation  is  not  practical.  They  should  be 
discontinued  immediately  if  abdominal  pain,  distention,  nausea, 
vomiting,  or  g.i.  bleeding  occur.  Use  in  Pregnancy:  Exercise  cau- 
tion, since  thiazides  cross  the  placental  barrier  and  may  cause 
fetal  or  neonatal  hyperbilirubinemia,  thrombocytopenia  or  altered 
carbohydrate  metabolism;  adverse  reactions  seen  in  the  adult  may 


occur  in  the  newborn.  Use  reserpine  in  women  of  child- 
bearing age  only  when  essential  to  patient  welfare.  In- 
creased respiratory  secretions,  nasal  congestion,  cyano- 
sis, and  anorexia  may  occur  in  infants  born  to  reserpine- 
treated  mothers.  Precautions:  Butisol  (butabarbital)  — 
Exerc ise  caution  in  moderate  to  severe  hepatic  disease. 
Elderly  or  debilitated  pa- 
tients may  react  with 
marked  excitement  or  de- 
pression. Hydrochlorothi- 
azide—N\ay  induce  elec- 
trolyte imbalance;  when 
used  with  digitalis  or  one 
of  its  glycosides  and  in  pa- 
tients with  severe  hepatic 
insufficiency,  cardiac  ar- 
rhythmias or  symptoms  of 
impending  hepatic  coma  may 
occur.  Discontinue  and  in- 
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The  “beauty”  of  Butiserpazide®  is  that  it  adds 
the  mildly  sedative  effect  of  ButisoP  (butabarbital) 
to  the  classic  thiazide/reserpine  formula. 

“It  would  appear  that  the  addition  of  an 
anxiety-relieving  agent  [Butisol]  to  a drug 
combination  utilizing  well-established 
compounds  proved  useful  in  reducing  hypertensive 
symptoms  in  over  half  the  patients. ...”' 

That’s  the  uButi”of 

Butiserpazide 

BUTISOL®  (butabarbital)  30  mg.  + reserpine  0.1  mg.  + hydrochlorothiazide  25  or  50  mg. 

You  have  a choice  of  2 strengths.  Just  one  tablet  once  or  twice  a day  is  usually  sufficient 

Butiserpazide-25  Prestabs®  Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  25  mg.;  reserpine  0.1  mg. 

Butiserpazide-50  Prestabs®  Tablets 

BUTISOL®  (butabarbital)  30  mg.t;  hydrochlorothiazide  50  mg.;  reserpine  0.1  mg. 


stitute  appropriate  countermeasures  if  prolonged  use  produces 
hypokalemia  or  (likely  with  sodium  restriction)  hyponatremia  and 
hypochloremic  alkalosis.  (Ammonium  chloride,  used  to  reverse  hy- 
pochloremic alkalosis,  is  contraindicated  in  hepatic  disease.)  May 
produce  elevated  serum  uric  acid  levels  (and,  infrequently,  gout)  or 
reduce  glucose  tolerance,  altering  insulin  requirements  in  dia- 
betics. Reserpine— Observe  for  signs  or  symptoms  of  peptic  ulcer  or 
ulcerative  colitis.  Discontinue  at  first  sign  of  mental  depression; 
keep  in  mind  possibility  of  suicide.  Exercise  extreme  caution  in 
history  of  mental  depression.  May  produce  cardiac  arrhythmias 
when  used  with  digitalis  and  quinidine,  or  may  precipitate  biliary 
colic  in  patients  with  gallstones.  Discontinue  1 to  2 weeks  before 
surgery;  inform  the  anesthetist  in  event  of  emergency  surgery.  Ex- 
ercise caution  in  history  of  epilepsy.  Discontinue  1 to  2 weeks  be- 
fore ECT.  General—  Exercise  caution  in  coronary  artery  disease. 
Adverse  Reactions:  Dizziness,  drowsiness,  weakness,  nasal  conges- 
tion, leg.  cramps,  nausea,  palpitations,  superficial  skin  bruises, 
palmar  erythema,  headache,  dehydration,  skin  rash,  “hangover,” 
systemic  disturbances,  diarrhea,  itching,  vomiting,  paresthesia, 


photosensitivity,  pancreatitis,  jaundice,  xanthopsia,  purpura,  throm- 
bocytopenia, leukopenia,  agranulocytosis,  aplastic  anemia,  anorexia, 
gastric  irritation,  abdominal  cramping,  constipation,  glycosuria, 
vertigo,  cutaneous  vasculitis,  orthostatic  hypotension  (potentiated 
by  alcohol,  barbiturates,  or  narcotics),  increased  salivation  and 
gastric  secretion,  increased  intestinal  motility,  loose  stools,  angina- 
like  syndrome,  arrhythmias,  bradycardia,  flushing,  hypotension,  ner- 
vousness, paradoxical  anxiety,  rarely  atypical  Parkinsonian  syn- 
drome, central  nervous  system  sensitization  (manifested  by  dull 
sensorium,  deafness,  glaucoma,  uveitis,  optic  atrophy),  dryness  of 
mouth,  syncope,  epistaxis,  weight  gain,  and  impotence  or  decreased 
libido.  Usual  Adult  Dosage:  BUTlSERPAZlDE®-25  or  BUTISERPAZIDE®- 
50:  1 tablet  daily  or  b.i.d.  When  used  with  other  antihypertensive 
agents  reduce  dosage  of  both  drugs  about  50%  and  observe  care- 
fully for  changes  in  blood  pressure.  / \ 

Before  prescribing  or  administering,  I TV|Vi  [Vf  Tl,  T T,  I 
see  package  insert.  I mi  j 

1 . Coodley,  E.  L. : Curr.  Therap.  Res.  mcneil  laboratories,  inc. 

4:460,  1962.  fort  Washington,  pa.  19034 


{ McNEIL 

McNEIL  LABORATORIES,  INC. 
FORT  WASHINGTON,  PA.  19034 
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A PAVROhli  ACCOOncmG 
SVSCEffi...  that 
puts  time  on  your 


We’re  the  bank  that  makes  things  happen,  and  our  computerized,  time- 
saving payroll  accounting  system  can  make  good  things  happen  to  your 
profits. 

Meet  ABACUS,  one  of  Arizona  Bank’s  Automated  Customer  Services, 
designed  to  provide  your  business  with  an  accurate,  efficient  and 
professional-appearing  payroll  system  that’ll  save  you  time  — and  money 
— and  will  consistently  meet  your  payroll  dates. 

We  will  be  happy  to  explain  fully  the  benefits  of  this  modern,  fully 
automated  payroll  system.  Call  Pete  Ladigo  — 262-2224,  Phoenix  or 
Jim  Rauschkolb  at  624-2771  in  Tucson. 
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ypnstel 

(mefenamic  acid),  Parke-Davis 


for  help  in  control  of  acute  pain  of  mild  to 
moderate  severity  ordinarily  not 
requiring  the  use  of  narcotics 


PONSTEL  — INDICATIONS:  PONSTEL  (mefenamic  acid)  is  indicated  for  short-term 
administration,  not  exceeding  seven  days,  for  relief  of  pain  in  conditions  ordinarily  not 
requiring  the  use  of  narcotics.  PONSTEL  — A SINGLE  ENTITY:  PONSTEL  is  a single 
entity  with  a single  indication  — pain.  The  analgesic  activity  of  PONSTEL  has  been 
demonstrated  in  pharmacologic  studies,  clinical  trials,  and  widespread  clinical  use. 
PONSTEL- EFFECTIVE  IN  CLINICAL  TRIALS:  PONSTEL  has  been  effectively 
used  in  the  control  of  back  pain,  headache,  muscular  aches  and  sprains,  bursitis,  and  pain 
of  miscellaneous  origin. 

Contraindications:  PONSTEL  is  contraindicated  in  patients  with  intestinal  ulceration.  The  use  of 
PONSTEL  in  women  of  childbearing  potential  is  contraindicated.  It  should  not  be  given  to  children 
under  14  years  of  age  until  the  pediatric  dose  has  been  established. 

Warning:  If  diarrhea  occurs,  the  drug  should  be  promptly  discontinued.  The  patient  so  affected  is 
usually  unable  to  tolerate  the  drug  thereafter. 

Precautions:  Administer  with  caution  in  patients  with  abnormal  renal  function  or  inflammatory  disease 
of  the  gastrointestinal  tract.  Withdraw  the  drug  promptly  if  rash  occurs.  Use  with  caution  in  known 
asthmatics  (see  Adverse  Reactions). 

Adverse  Reactions:  Complaints  are  dose-related,  being  more  frequent  with  higher  doses.  Associated 
side  effects  were  relatively  mild  and  infrequent  in  clinical  studies  with  doses  up  to  1,500  mg.  per  day. 
Most  frequently  reported  side  reactions  in  3,205  observations  on  1.985  subjects  over  a period  of  from 
1 to  238  days  were  drowsiness  (43  subjects),  nausea  (41),  dizziness  (32),  nervousness  (28).  gastro- 
intestinal discomfort  (28),  and  headache  (7).  There  were  single  reports  of  vomiting,  facial  edema, 
dyspnea,  urticaria,  and  insomnia,  and  two  instances  each  of  diarrhea,  blurred  vision,  gas,  and  perspira- 
tion. Mild  toxicity  to  the  renal,  hepatic,  and  hematopoietic  systems  was  evidenced  by  lowering  of 
hemoglobin,  hematocrit,  and  leukocyte  count;  occasional  eosinophilia;  red  and  white  cells  and  albumin 
in  urine.  It  is  recommended  that  hematopoietic,  renal,  and  hepatic  function  studies  be  done.  There 
have  been  single  unconfirmed  reports  of  agranulocytosis,  thrombocytopenic  purpura,  and  megaloblastic 
anemia.  Other  side  effects  included  central  nervous  system  symptoms  (unsteadiness  and  confusion) 
and  single  reports  of  hematuria  and  increased  insulin  requirement.  Intestinal  ulceration  was  induced 
in  four  of  ten  subjects  after  44  to  74  days  of  supratherapeutic  doses;  signroidoscopic  examinations, 
three  to  seven  days  after  medication  was  stopped,  indicated  lesions  were  completely  healed  or  healing. 
TWo  patients  receiving  2,000  mg.  per  day,  who  did  not  stop  the  drug  when  diarrhea  occurred,  developed 
sigmoidal  hyperemic  mucous  membrane  which  bled  when  touched.  Three  of  six  known  asthmatic 
patients  had  acute  exacerbations  following  administration  of  PONSTEL. 

Administration  and  Dosage:  PONSTEL  is  administered  by  the  oral  route.  Recommended  regimen  for 
adults  and  children  over  14  years  of  age  is  500  mg.  as  an  initial  dose  followed  by  250  mg.  every  six 
hours  as  needed.  PONSTEL  is  indicated  for  short-term  administration  not  exceeding  one  week  of 
therapy.  Margin  of  safety  is  reduced  at  higher  doses  and  for  longer  administration. 

PONSTEL  is  available  in  Kapseals  of  250  mg.,  bottles  of  100. 

The  Blue  band  on  Ivory  capsule  combination  is  a trademark  of  Parke,  Davis  & Company. 

PARKE,  DAVIS  & COMPANY,  DETROIT,  MICHIGAN  48232 


PARKE-DAVIS 


Medical  Center  K-Maif  and  Clinical  Aahratertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 

PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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M ED  AC 


IVIED  AC  — Never  misses! 

Positive  patient  identification;  right  names  and 
addresses. 

MEDAC  MEANS  PROFIT! 


IVIED  AC  — Records  never  leave  your 
office. 

You  have  current  patient  balances  at  all  times. 

IVIED  AC  — Assures  prompt,  accurate, 
monthly  billing. 

Regular  billing  tends  to  develop  prompter 
payments. 

IVIED  AC  — Guards  your  accounts. 

Prevents  loss  by  misfiling,  fire  or  theft. 

IVIED  AC— Has  a built-in  collection 
reminder  system. 

Precise,  monthly  analysis  of  account  aging. 
Focuses  attention  on  delinquencies. 


Produces  a profitable  increase  in  your 
cash  income  flow.  Concentrates  on  your 
business  — while  you  and  your  aides 
concentrate  on  your  practice. 

COMPLETE  PRESENTATION 
AT  YOUR  CONVENIENCE 
(NO  OBLIGATION ) 

Phoenix:  261-2718 
Tucson:  624-7361 
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SEMI-ANNUAL 
J>**>  PREMIUM  RATES 
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MONTHLY 

INDEMNITY 

$300 

$1,000 

AGE 

AT  ENTRY 
AND  ATTAINED 
AT  RENEWAL 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

STD. 
5 YR. 
ACC. 
2 YR. 
SICK. 

UNDER  35 

44.50 

132.00 

35-39 

48.70 

136.20 

40-49 

55.60 

157.35 

50-59 

73.10 

208.35 

60-64 

94.30 

266.30 

65-69 

115.50 

$600 
MONTHLY 
INDEMNITY 
AGES  65-69 
$235.50 

UNDERWRITTEN  BY 

NATIONAL 
CASUALTY 
COMPANY 

OF  DETROIT, 
MICHIGAN 


Serviced  By  . . . 

CHARLES  A.  de  LEEUW  RONALD  E.  DEITRICH 

3424  NORTH  CENTRAL  AVENUE  SUITE  9,  PIMA  PLAZA,  2030  E.  BROADWAYj 
(PHONE  266-2403)  (PHONE  623-7941) 

PHOENIX  TUCSON 

Approved  and  Recommended  by  the 

MEDICAL  ECONOMICS  COMMITTEE  AND  THE  COUNCIL 

...SINCE  1953 


era/  psych  fa  try  an  ft  neuro/ct 


5051  NORTH  34th  STREET 
PHOENIX  13,  ARIZONA 
955-6200 


EUGENE  R.  ALMER,  M.D. 
ROBERT  BEAL,  M.D. 

OTTO  L.  BENDHEIM,  M.D. 
PAUL  M.  BINDELGLAS,  M.D. 
LEE  S.  COHN,  M.D. 

KENT  E.  DURFEE,  M.D. 

T.  RICHARD  GREGORY,  M.D. 
WILLIAM  B.  HAEUSSLER,  M.D. 
THOMAS  F.  KRUCHEK,  M.D. 
HAROLD  E.  McNEELY,  Ph.D. 
STANFORD  PERLMAN,  Ph.D. 
GEORGE  G.  SARAVIA,  M.D. 
SAMUEL  WICK,  M.D. 


psych  oan, 
clinical  psychology 

and  family  counselling 
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SODIUM® 


the  ’’daytime  sedative”  for 
everyday  situational  stress 

When  stress  is  situational — environmental  pressure, 
worry  over  illness — the  treatment  often  calls  for  an 
anxiety-allaying  agent  which  has  a prompt  and 
predictable  calming  action  and  is  remarkably  well 
tolerated.  Butisol  Sodium  (sodium  butabarbital) 
meets  this  therapeutic  need. 

After  30  years  of  clinical  use  . . . still  a first  choice 
among  many  physicians  for  dependability,  safety  and 
economy  in  mild  to  moderate  anxiety. 
Contraindications:  Porphyria  or  sensitivity  to 
barbiturates. 

Precautions:  Exercise  caution  in  moderate  to  severe 
hepatic  disease.  Elderly  or  debilitated  patients  may 
react  with  marked  excitement  or  depression. 

Adverse  Reactions:  Drowsiness  at  daytime  sedative 
dose  levels,  skin  rashes,  “hangover”  and  systemic 
disturbances  are  seldom  seen. 

Warning:  May  be  habit  forming. 

Usual  Adult  Dosage:  As  a daytime  sedative, 

15  mg.  (3 4 gr.)  to  30  mg.  {}A  gr.)  t.i.d.  or  q.i.d. 

Available  for  daytime  sedation:  Tablets,  15  mg.  Qi  gr.), 

30  mg.  (34  gr.);  Elixir,  30  mg.  per  5 cc.  (alcohol  7%). 
BUTICAPS®  [Capsules  Butisol  Sodium  (sodium  butabarbital)] 
15  mg.  (34  gr.),  30  mg.  (H  gr.). 

( Me  NEIL ) 


McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa. 


HOSPITAL  MEDICAL 
CENTER,  LTD. 


TOO  E.  FOURTH  ST.  SCOTTSDALE,  ARIZONA 

Adjoining  Scottsdale  Baptist  Hospital 


ALLERGIST 

Davis  I.  Arnovv,  M.D. 

Thomas  F.  Hartley,  M.D. 

R.  C.  Romero,  M.D. 
ANESTHESIOLOGIST 
Sue  Boyett,  M.D. 

DERMATOLOGY 

Ocie  Carl  Yarbrough,  M.D. 

EAR,  NOSE  and  THROAT 
Richard  Zonis,  M.D. 

FAMILY  COUNSELING 
Leo  Stein 

FAMILY  DOCTOR 

William  B.  McGahey,  M.D. 

John  A.  Martin  III,  M.D. 

GENERAL  SURGERY 

Boyd  H.  Metcalf,  M.D. 

James  T.  Chesnut,  M.D. 

INTERNAL  MEDICINE 
GASTROENTEROLOGY 

Charles  Bergschneider,  M.D. 
OPHTHALMOLOGY 

Robert  L.  Yockey,  M.D. 

ORTHODONTIST 

James  C.  Toye,  M.D. 

PATHOLOGY 

C.  H.  Strickland,  M.D. 

Fred  C.  Schoene,  M.D. 

PERIODONTIST 

J.  Richard  Loughry,  D.D.S. 

PHYSICAL  MEDICINE 
Dennis  Harris,  M.D. 

RADIOLOGY 

D.  J.  Murry,  M-D. 

M.  Herbert  Nathan,  M.D. 

THORACIC  CARDIOVASCULAR  SURGERY 
Carl  Impellitier,  M.D. 

UROLOGY 

George  H.  Jones,  M.D. 

Wilfred  M.  Potter,  M.D. 

DENTISTRY 

Lumone  E.  Millmeng,  D.D.S. 

OTHERS 

Srutwa  Pharmacy 
Scottsdale  Opticians 
For  Leasing  Information  Call 
946-9091  or  946-5344 


PROFESSIONAL 

MANAGEMENT 

SERVICE 


1.  APARTMENTS 

2.  MOTELS 

3.  OFFICE  BUILDINGS 

4.  SHOPPING  CENTERS 


For  Complete  Information  on  our  service 
— Write  or  call 
HOWARD  T.  KELLY,  President 

KELLY  INNS  OF  AMERICA,  INC. 

1332  North  First  Street 
Phoenix,  Arizona  85004 
Telephone  (602)  252-4909 
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histo  is  comusmo. 

Histoplasmosis  can  mimic  such  unrelated  diseases 
as  TB,  leukemia,  pneumonia  and  syphilis.  Use  the 
blue  Histoplasmin  LEDERTINE™  Applicator  as  the 
first  step  in  differential  diagnosis  and  as  a routine 
step  in  physical  examinations  for  the  permanent  rec- 
ords of  your  patients. 

HISTOPLASMIN,  TINE  TEST 

(Rosenthal) 

Precautions— Nonspecific  reactions  are  rare,  but  may  occur. 
Vesiculation,  ulceration  or  necrosis  may  occur  at  test  site  in 
highly  sensitive  persons.  The  test  should  be  used  with  cau- 
tion in  patients  known  to  be  allergic  to  acacia,  or  to  thimero- 
sal  (or  other  mercurial  compounds). 

LEDERLE  LABORATORIES,  A Division  of  American 
Cyanamid  Company,  Pearl  River,  New  York 

473-9 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

INVITES 

INDUSTRIAL  PRESCRIPTIONS 


your  industrial  patient 
gets  the  same  prompt 
service  as  those  paying. 


3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Classified 

DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


DANNY  T.  SEIVERT 
INSURANCE 


Malpractice  & Non-Cancelable  Disability 
with  Guaranteed  Rates 


Professional  Programs  for  Professional  Men 


Del  Webb's  TowneHouse  — Suite  1700 
100  W.  Clarendon  — Phoenix 
Telephone  277-1487 


PSYCHIATRIC  RESIDENCIES.  Phoenix.  New; 
the  approved  3-year  program  in  Arizona.  At 
Arizona  State  Hospital  and  services  at  Barrow 
Neurological  Institute,  Maricopa  County  health 
agencies,  and  St.  Luke's  Hospital  Medical  Cen- 
ter. All  usual  training  with  heavy  individual 
supervision.  Combined  community  and  in- 
patient services  are  open  to  election  of  ethnic 
interest  areas.  Stipends  $8,604,  $9,024,  and 
$9,468.  U.S.  citizenship  and  eligibility  for  Ari- 
zona licensure  required.  Write  Director  of 
Training,  James  A.  Haycox,  M.D.,  2500  East 
Van  Buren  Street,  Phoenix,  Arizona  85008 


PHYSICIANS  — Supplement  your  income  with 
part-time  Emergency  Room  work.  Days,  nights, 
or  weekends.  Fee  for  service  with  minimum 
guaranteed.  Excellent  working  conditions.  Must 
have  own  malpractice  insurance  and  be  li- 
censed in  Arizona.  For  details  call  J.  Schama- 
dan,  M.D.,  961-3185  or  946-8684. 


Family  Practice  at  its  best.  Step  in  to  an  active 
practice.  Present  associate  finds  it  necessary 
to  move.  Progressive  medical  community.  Near 
the  mountains;  skiing,  hunting,  fishing,  within 
30  minutes.  Contact  J.  H.  Caskey,  M.D.,  2222 
E.  Cedar  Avenue,  Flagstaff,  Arizona  86001. 
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